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In the 1983 legislative session of the Georgia General Assembly, 
a bill was introduced to delete the word 'manipulation' from the sta¬ 
tutory definition of naturopathy. The proposed change was initiated 
on behalf of the Georgia Chiropractic Association as a means of clari¬ 
fying and differentiating chiropractic and naturopathic therapies. 
However, a substitute version of Senate Bill 212 was introduced and 
eventually passed both houses of the Georgia General Assembly. The 
substitute bill deleted the naturopathic statute in its entirety, dis¬ 
allowing the practice of naturopathy in Georgia. The bill was subse¬ 
quently vetoed by Governor Harris. 
The primary intent of this dissertation is to determine what fac¬ 
tors influenced the members of the Human Resources Committee of the 
Georgia Senate to introduce and pass the final version of S.B. 212. 
Since the passage of this bill occurred at a point in history when the 
public was criticizing the harmful (iatrogenic) dimensions of allo¬ 
pathic therapeutics and criticizing the society's inability to 
guarantee access to quality health care at an affordable cost, this 
study represents an attempt to connect extant social movements and 
ideas, to institutional processes. 
A theoretical and historical discussion of the origins and charac¬ 
ter of the crisis in the health care system in the United States, of 
the rise of the American medical profession, and of the emergence of 
holistic therapeutic alternatives as one response to the health care 
crisis is presented in an effort to clarify the significance of the 
case of the Georgia naturopaths in relation to the more general his¬ 
torical, political, economic, socio-cultural, and therapeutic dynamics 
in society. 
The main sources of information for this study were: books; 
political, medical, and legal journals; newspapers; pamphlets; archi¬ 
val history, including correspondence of state boards and officials, 
legislative journals and minutes of the Georgia General Assembly; sta¬ 
tutory law; Georgia Opinions of the Attorney General; interviews; and 
campaign disclosure data from the office of the Secretary of State of 
Georgia. 
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Preface 
The origins of this dissertation go back much further than my ex¬ 
perience as a graduate student at Atlanta University. Certainly, child¬ 
hood recollections of my mother struggling to pull a rusty nail out of 
my foot, bathing me in the kitchen sink in vinegar or alcohol to break 
fevers, and administrations of a range of home remedies resorted to much 
less for their demonstrated efficacy than because they required no medi¬ 
cal intervention and thus no expense, play a significant role in my 
having decided to do a dissertation related to the politics of health 
care. 
More concretely, my confrontations with the health care system and 
its practitioners has made me painfully conscious of the limitations of 
not only the policies and structure of American health care but of the 
governing 'scientific' paradigm into which practitioners are schooled 
and patients inadvertently cajoled. 
While medical costs are the basic motivation behind most inquiries 
into the nature and problems of the medical system, this work is pro¬ 
voked more by the way in which medical care, as one form of institu¬ 
tionalized behavior, conditions the manner in which people relate to 
each other and the society at large; and how it serves to ensconce and 
perpetuate relations of political, economic, and social dominance. Not 
unlike Ivan Illich, a working assumption of this dissertation is that 
the health care system (along with other authoritative institutions) 
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pacifies and encourages our resignation to physically unhealthy states 
that are managed but seldom ameliorated or resolved (thus, preparing us 
for life in a technically Taylorized society). Health and health care • 
are so basic that the extent to which 'public will' is even at issue 
legitimates and begs a critical assessment of the processes by which 
that 'will' is theoretically made manifest. 
Mass defections from allopathic medical hegemony began somewhere 
around 1968 and coincided with the radical political activism charac¬ 
teristic of that historical period as well as with the emerging women's 
movement. Most institutions were being subject to critical evaluations 
by black and other people of color so long excluded from participation 
in them, and by young whites increasingly alienated from the society 
for which their parents had prepared them. Medical men and institutions 
were not to escape the web of criticism enveloping a society then per¬ 
ceived in crisis. 
Small numbers of people, disenchanted with the health care system, 
began to seek and create 'alternatives'. A new fascination with 
Eastern philosophy and mysticism opened doors to previously discarded 
forms of healing, considered quackery for their lack of scientific 
underpinnings or evaluative criteria. Acupuncture, yoga, psychic and 
faith healing began to lose the patina of illegitimacy which had con¬ 
demned them to obscurity in the West. Medical anthropology emerged as 
the discipline that would sift through the cultural peculiarities and 
legitimate contending modalities. Health food stores blossomed, 
jogging arrived as the great American past-time, and aggressive politi¬ 
cal activism was replaced by communes and gurus. 
Optimism regarding a revitalized medical pluralism was not to be 
v 
long-lived as allopathic practitioners, under the auspices of the Amer¬ 
ican Medical Association, renewed and intensified their attempts to 
disfranchise the struggling 'new' modalities. Science and technical 
expertise were auspiciously invoked as guardians of a gullible public 
likely to pursue what were designated as ineffectual healing options. 
As well, the mushrooming role of government expenditures in subsidizing 
health care meant that some system must be developed for preventing 
palm-readers, witches, chiropractors, and massage therapists from filing 
medicaid and medicare claims. 
While the battle continues, it is clear that the most effective 
route for insuring what forms of healing will be legally available is 
through the process of licensure and regulation of health professionals: 
the legislative process. It is the legislative process in an allegedly 
democratic society that, theoretically, provides the critical link be¬ 
tween the will of the people and the policies of the state. 
Considerable speculation regarding conspiracies between the 
dominant medical therapeutic system (allopathy) and legislators abounds; 
the common parlance being "legislators are owned by the influential 
medical associations." Some writers have argued that the availability 
of additional therapeutic options is hardly at issue when non-whites, 
the poor and elderly cannot even access the practitioners who are con¬ 
sidered legitimate, due to the distorted priorities of state legisla¬ 
tures and a national congress that have underfunded health services. 
Yet others insist that we must begin to raise questions about exactly 
that care to which we do have access. 
While the study of the health system presented here can be 
accurately characterized as a study of the legislative process as a 
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mechanism for setting the boundaries of practice and defining what con¬ 
stitutes illness as well as what constitutes medical authority, it 
aspires to being much more than this. This study chronicles the history 
of naturopathy and the political activities surrounding licensure and 
regulation of this non-allopathic therapeutic system in the State of 
Georgia. In this inquiry the role of political action committees, cam¬ 
paign financing, the complexities of professional licensure, and the 
positions or attitudes of key political actors have been considered as 
variables that impact the availability of health-enhancing options for 
the general public. Additionally, the role of science and expertise as 
definitive influences on what are ultimately political decisions, is 
incorporated as part of an analysis that attempts to demonstrate, drama¬ 
tize, and critique reasons for the failure of highly industrialized, 
western societies to successfully provide for the health of their citi¬ 
zens. Thus, this study attempts to connect political, economic, ideo¬ 
logical, and cultural considerations into an analysis of the very narrow 
activity of state legislators acting on a specific piece of law. I 
clearly presume such variables to be relevant to the behavior of deci¬ 
sion makers. 
Although Georgia is used as a model from which it is assumed that 
generalizations about the health care systems of other American states 
and other western, industrialized nations can be made, the methodologi¬ 
cal erroneousness of such extrapolations cautions the author to contain 
final conclusions to the context of Georgia and to leave the task of 
affirming or disproving the validity of applying the assumptions and 
conclusions of this study to future inquiries. 
The longer it takes to complete a task, the more people there are 
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to thank for criticisms, support and insight. Suggestions that helped 
clarify my understanding of this study were provided by: William 
Boone, Mack Jones, Milton Crook, Shelby Lewis-Picard, Earl Picard, 
Vince Eagan, Lorenzo Simpson, Noble Maseru, and Adolph L. Reed, Jr. 
Carl Spight's initial enthusiasm for the project, provocative discus¬ 
sions, careful reading of several drafts, and thoughtful recommenda¬ 
tions have been a testament to his monumental intellect and to the 
value of a friendship forged in discourse, consolidated in poetry. 
Claude Barnes, Jr. has been a willing listener and a tremendous source 
of encouragement. Jan (Rahima) Gates Williams shared her special 
skills as a medical anthropologist, sympathetic sister-traveler and 
dear friend in a manner that long distance telephone companies pray 
for. Typewriter and workspace were generously provided by Kwaku Owusu 
Kushindana. 
Dr. Jewel L. Prestage and Dr. James Prestage deserve special 
thanks for having more patience than reasonable to expect, and for 
having been supportive of this project in the most meaningful ways. 
As a result of their confidence in me, I received sixteen months of 
release time and financial support as a participant in the Southern 
University Faculty Development Program, Baton Rouge, Louisiana. Dr. 
Wesley C. McClure and Dr. Delores Spikes have equally displayed confi¬ 
dence and enthusiasm for my work. 
My departmental chairperson, Dr. Gloria Braxton, and my colleagues 
and students at Southern University remained supportive during my pre¬ 
occupation with this project. 
Blanche Page-Smith has been a pillar of love and support. She 
kept me honest when I felt compelled to assure others that I was 
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doser to finished than was true. Her husband, John, never complained 
about the generous hours of time Blanche devoted to me and my daugh¬ 
ters . 
Burly R. Page, Jr. came into this project during its final stages. 
One could not ask for more dependable and loving support. It was 
Burly who recommended Mrs. Diane Crompton to me. Her efficient typing 
of the final draft marks the completion of this project. 
My greatest appreciation is extended to my immediate family mem¬ 
bers who truly know the meaning of hard work and sacrifice—they en¬ 
dured, loved, and supported me throughout this project. Indeed, they 
are a major part of the reason it began, and most of the reason it was 
completed. To Abuela, Ham, Tia, Nana, Charles, and my wonderful daugh¬ 
ters, Malaika and Tayari: I celebrate and thank you. Finally, 'it' 
is done. Life can begin again. 
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CHAPTER ONE 
Introduction: The Health Crisis: Origins and Parameters 
Feeling comfortable with the language and activities that insisted 
on returning 'power to the people', there emerged in the Viet Nam era a 
series of overwhelming critiques of political institutions, processes, 
paradigms, and approaches.^" The criticisms of the medical model, of 
access to health care, the quality of care delivered, and the feasibil¬ 
ity of other models came about in a climate that saw the normalization 
of U.S. relations with China (and consequently an investigation of the 
models used in that society to address the health needs of the popula¬ 
tion) , the demystification of the U.S. as a world power by its defeat 
in Viet Nam, a crisis of political legitimacy fostered by Watergate, 
and (given nuclear proliferation, unnecessary hysterectomies, increased 
caesarean sections, and the abuses of medical experimentation), there 
2 
developed a skepticism about the dependability of experts. 
The conflict expressed itself in political science in methodolog¬ 
ical battles concerning behavioralism, neo-behavioralism and tradi¬ 
tional approaches to the study of political science. See Stephen L. 
Wasby, Political Science - The Discipline and Its Dimensions, An Intro¬ 
duction (N.Y.: Charles Scribner's Sons, 1970): 228-242. 
^Economist, "Your Money Or Your Life?" (Nov. 22, 1980): 12-14; 
Matt Clark, "How Good Is Your Doctor?" Newsweek (Dec. 23, 1974): 46- 
53; Louise Lander, Defective Medicine (N.Y.: Farrar, Strauss and 
Giroux, 1978); Edward C. Lambert, Modern Medical Mistakes (Bloomington, 
Ind.: Indiana University Press, 1978); and Robert S. Mendelsohn, Con¬ 




It was in the wake of the Viet Nam War, on the heels of the drug- 
counter-culture movement of the 1960s, and prodded by the political 
impetus suggested by the Civil Rights Movement, that a "new movement" 
began to emerge in America. There were calls to return to the basics, 
to the land and things "natural." Evidence of medical abuse and incom¬ 
petence simply reflected the generally abusive character of a society 
concerned more about profits than people. Gurus and messiahs prolifer¬ 
ated and the quest for answers, long thought to be found in the cathar¬ 
sis of political activism, shifted to a contented search for "peace in 
3 
the East" and a pervasive individualism. 
What the statistics revealed, amidst this eclectic and feverish 
search for meaning, was that the quality of life was steadily deterio- 
4 
rating. New visions, for those most adversely impacted by the health 
3 
See Michael Rossman, New Age Blues, The Politics of Consciousness 
(N.Y.: Dutton, 1979) and Christopher Lasch, The Culture of Narcissism, 
American Left in An Age of Diminishing Expectations (N.Y.: W.W. Norton 
and Co., 1979): 61-70. Lasch is particularly critical of the emer¬ 
gence of 'privatization’ as a popularized mode of social analysis, an 
analysis with an affinity for therapeutically managed personal trans¬ 
formation as a form of social activism. That is, preoccupation with 
the unfulfilled self became a format for discussions of life in twen¬ 
tieth century America and emphasis upon political and economic dynamics 
was replaced by shallow therapeutic slogans that emphasized, indeed 
made icons of, such activities as meditation and acupuncture treatments. 
Rossman, while equally critical, from the perspective of a participant 
in a 'new age' lifestyle, identifies the failed promise of politics as 
responsible for the flight (however futile) from political activism to 
guided meditations. 
^Cf. John H. Knowles, ed., Doing Better and Feeling Worse (N.Y.: 
W.W. Norton and Co., 1977); John F.ry, "The Agonies of Medicine in the 
USA," International Journal of Health Services 3(1973): 50-56; Stan¬ 
ford A. Roman, Jr., "Health Policy and The Underserved," National 
Medical Association Journal 70(Jan. 1978): 31-35; Louis Stokes, 
"Search for Better Health Care in the Black Community," National Medi¬ 
cal Association Journal 70(Oct. 1978): 749-752; and U.S. Department of 
Health and Human Services, Public Health Service, Health Resources 
Administration, Office of Health Resources Opportunity, Health of The 
Disadvantaged, Chart Book II (Sept. 1980). 
3 
system, did not rise out of the ashes of lower class despair and hope¬ 
lessness. What little promise managed to make its way into news head¬ 
lines and the American consciousness came from the disaffected children 
of the middle class who formed communes, new religions, and new coali- 
tions. 
Simultaneous with these larger social problems, the cost of medi¬ 
cal care was escalating at a phenomenal rate, so much so that congres¬ 
sional hearings were called to consider the possibility of developing a 
national health insurance plan.^ But the climate that gave legitimacy 
to the pleas of the "little people" is gone; the fire of the age has 
receded into the pages of history, and Reaganomics and a mood of frus¬ 
trated complacency characterize the present. The tendency is to opt 
for fighting one's personal battles alone; to be reduced to a resigna¬ 
tion that says the situation is at least not as bad as it could be. 
The failure to create successful alternative models has given the 
existing model a victory by default. 
In 1972 Victor R. Fuchs edited Essays in The Economics of Health 
and Medical Care, a collection that addressed the problems of spiralling 
Robert Crawford, "Healthism and the Medicalization of Everyday 
Life," International Journal of Health Services 3(1980): 365-388; 
Jessica Lipnack, "The Women's Health Movement," New Age (March 1980: 
33-37; Howard S. Berliner and Warren J. Salmon, "The Holistic Health 
Movement and Scientific Medicine: The Naked and The Dead," Socialist 
Review 9(Jan./Feb. 1979): 31-52. 
^Black Enterprise, "Will Prepaid Care Bring Down Medical Costs?" 8 
(July 1978): 30-33; Economist, "Money or Life,"; and Louise B. Russell and 
Carol S. Burke, "The Political Economy of Federal Health Programs in 
the United States: An Historical Overview," International Journal of 
Health Services 8(1978): 60. 
4 
medical costs and reflected the dominant theme in critiques of the 
health care system—a dilemma associated with increased governmental 
subsidization of health care. At least since the New Deal era, govern¬ 
mental responsibilities have expanded to include providing for the basic 
needs of children and indigent, disabled, elderly, and handicapped per¬ 
sons. Access to quality medical care to address health problems, the 
bulk of which are disproportionately borne by minorities and low-income 
groups, was argued to be one of those basics. But according to James 
A. Paul: 
The accumulation of capital and the accompanying drive to 
maximize profit are the basic organizing principles of the 
medical system in capitalist society. ... It is less under¬ 
stood that organized medicine clearly works to reinforce class 
differences through sharply differential provision of services. 
It also engages in propaganda, intelligence collection, and 
socialization to the main forms of capitalist rule and domina¬ 
tion. An examination of medical science and medical policy 
must, therefore, raise the broadest questions of social and 
political power: the general movement toward the accumulation 
and centralization of capital as well as the development and 
mutual antagonism of social classes and the struggle over the 
dominant ideological system. 8 
Still, those populations that have suffered the most at the hands 
of modern medicine have been the most restrained with regard to criti¬ 
cizing the medical system because they continue to be the most depen¬ 
dent on the services provided by the medical model. As well, they have 
the least accessibility to information that would encourage the kind of 
organized political opposition to the medical system that has developed 
in wealthier, more informed communities. That is, the victims continue 
^Victor R. Fuchs, ed., Essays in The Economics of Health and Medi¬ 
cal Care (N.Y.: Columbia University Press, 1972). 
g 
James A. Paul, "Medicine and Imperialismin John Ehrenreich, The 
Cultural Crisis of Modem Medicine (N.Y.: Monthly Review, 1978): 271. 
5 
to be the persons most mystified by expertise and technology, the least 
inclined to struggle for control of this one institutional vehicle of 
social control. 
There is nothing more fundamental to actualizing the 'good life' 
than being in a physical, mental, and emotional state that allows one 
to make best use of one's rational capacity and physical strength to 
simply get up in the morning and go looking for the 'good life'. 
Bullough suggests that "one measure of a society's level of civiliza¬ 
tion could be the way it treats its temporarily or permanently disad- 
9 
vantaged members: infants, aged, sick, and minority group members." 
David Mechanic, arguing in the political economy tradition, states: 
The character and distribution of health care, in many respects, 
reflect the ideological preferences of society. Although the 
nature of medical knowledge and technology limit the operation 
of ideological forces, the system of power and social stratifi¬ 
cation in society explains who receives care and under what con¬ 
ditions. In this sense, healthcare delivery depends on the 
political process, since politics essentially determines how the 
resources of the community are to be distributed—how much and 
to whom. 10 
Health, in contemporary society, has become highly commercialized 
(that is, it is a commodity to be purchased),^ thoroughly politicized 
9 
Vern L. Bullough and Bonnie Bullough, Health Care for the Other 
Americans (N.Y.: Appleton-Century-Crofts, 1982): 1. 
■^David Mechanic, Politics, Medicine, and Social Science (N.Y.: 
John Wiley and Sons, 1974): 1. Contrary to Mechanic's assertion, the 
nature of medical knowledge and technology is fundamentally ideologi¬ 
cal. The manner in which the scientific basis of the profession 
serves to cloak the ideological dimension is addressed by Ivan Illich, 
Medical Nemesis (N.Y.: Bantam Books, 1976). 
^"Cf. Eli Ginzberg, Men, Money, and Medicine (N.Y.: Columbia Uni¬ 
versity Press, 1969); John Kosa, et. al., Poverty and Health (Cambridge, 
Mass.: Havard University Press, 1969) and Rita Ricardo-Campbell, The 
Economics and Politics of Health (Chapel Hill, N.C.: University of 
North Carolina Press, 1982). 
6 
(the subject of public dialogue and funding), and painfully alienated 
13 
from the individual (under the definitional control of professionals). 
14 
Sedgwick tells us that "all sickness is deviancy" and King, in search 
of a definition of health, dramatizes the conceptual arbitrariness of 
the notion of health: 
Disease is the aggregate of those conditions which, judged by the 
prevailing culture, are deemed painful, or disabling, and which, 
at the same time, deviate from the statistical norm or from some 
idealized status. Health, the opposite, is the state of well¬ 
being conforming to the ideals of the prevailing culture, or the 
statistical norm. 15 
Given this interpretation it is clear that even the science of 
medicine is conditioned by the need to serve its less widely acknowl¬ 
edged but socially mandated cultural role. Thus, even the science of 
the hegemonic therapeutic model must be subject to critical scrutiny 
and popular debate. 
12 
See Rosemary Stevens, American Medicine and the Public Interest 
(New Haven: Yale University Press, 1972); Frank J. Thompson, Health 
Policy and The Bureaucracy (Cambridge, Mass.: MIT Press, 1981); or 
Thomas S. Bodenheimer, "Health Policy Under Austerity Capitalism: The 
Impact of the 'Tax Revolt'," International Journal of Health Services 
12(1978) : 99-110. 
Illich; Paul Starr, The Social Transformation of American Medicine 
(N.Y.: Basic Books, Inc., 1982); Harris L. Coulter, Divided Legacy: 
A History of The Schism in Medical Thought, 3 vols. (Wash.: McGrath, 
1973-1977); or Magali Larson, The Rise of Professionalism: A Socio¬ 
logical Analysis (Berkeley: University of California Press, 1977). 
Larson insists that the ultimate success of allopaths or regular 
doctors in establishing their hegemonic position in the medical market 
place had less to do with their scientific validity than with their 
political savvy. 
1<Seter Sedgwick, "Illness—Mental and Otherwise," in Arthur L. 
Caplan, et. al., Concepts of Health and Disease, Interdisciplinary Per¬ 
spectives (Reading, Mass.: Addison-Wesley Publishing Co., 1981): 123. 
15Lester S. King, "What Is Disease?" in Caplan, ibid., p. 112. 
7 
Concepts and criticisms of the allopathic model of medicine have 
been couched in the language and fueled by the assumptions of specific 
historical and cultural contexts. Still, there is a tendency to be 
ahistorical, to develop transhistorical concepts of health that ignore 
the social conditions that give rise to the definitions, despite 
acknowledgement of the explicitly normative and environmental bases of 
most illness. Thus, as Kelman argues, "health" (if it is to be a use¬ 
ful category at all) must be considered in both functional and "experi¬ 
ential" terms. Kelman explains "experiential health" in the following 
manner : 
Experiential health . . . grows more out of the relations of pro¬ 
duction than it does from the forces of production . . . but ex¬ 
periential health must still be conceptualized within the frame¬ 
work of alienation. Experiential health is simply people's own 
conception of what it is to be "healthy", and this conception may 
vary widely with respect to objective accuracy. To the extent 
that people's conception is inaccurate, relative to the existing 
state of . . . health knowledge, and to the extent that people 
. . . act contrary to their own self-interested health knowledge 
. . . and to the extent that their experience and capacity for 
fulfillment and self-development are truncated by their unhealthy 
means of coping with alienating circumstances . . . then for that 
society, class, or individual, experiential health is an empirical 
subject in the study of alienation. 16 
Whether or not those who write about health are reflective, 
critical, historical, and comprehensive in their analyses, there is 
little doubt that the emergence of dialogue regarding the health system 
is itself an historical phenomena.^ Thus, criticism of the British 
^Sander Kelman, "The Social Nature of the Definition of Health," 
in Vicente Navarro, Health and Medical Care in The U.S.: A Critical 
Analysis (Farmingdale, N.Y.: Baywood Publishing Co., 1973): 12. 
‘'"^There is a tendency for the bulk of the literature to look at 
phenomena at a given point in time without regarding or considering 
antecedents or the impact of any but a narrow range of historical 
variables. 
8 
and Canadian systems emerged much earlier than those of the United 
States simply because the role the state came to play in those systems 
began earlier and is today much larger than the role assumed by the 
state in America's health care system. As well, the criticisms of the 
British and Canadian models came at a point in history when the mobili¬ 
zation of mass sentiment around issues of political importance was at 
, 18 
its peak. 
Most analyses of the health system have been subsumed under the 
neo-positivist paradigm and, as such, the 'crisis' has been viewed as 
primarily an issue (like other complex expertise-centered issues) that 
can only be resolved, and should only be addressed by those in a posi¬ 
tion to make informed judgments. Zola identifies and critiques this 
posture and looks at "Medicine As An Institution of Social Control." 
He argues that: 
. . . medicine is becoming a major institution of social control, 
nudging aside, if not incorporating, the more traditional insti¬ 
tutions of religion and law. It is becoming the new repository 
of truth, the place where absolute and often final judgments are 
made by supposedly morally neutral and objective experts. And 
these judgments are made, not in the name of health. Moreover, 
this is not occurring through the political power physicians hold 
or can influence, but is largely an insidious and often undramatic 
phenomenon accomplished by "medicalizing" much of daily living, 
by making medicine and the labels "healthy" and "ill" relevant to 
18 
G.R. Weller, "From Pressure Group Politics to 'Medical-Industrial 
Complex': The Development of Approaches to the Politics of Health," 
paper presented at the Annual Meeting of the Southwestern Political 
Science Association, Dallas, Texas, April 7-10, 1976. The author, one 
of the few political scientists to write about the subject, offers a 
useful history of the development of the various theoretical approaches. 
For a discussion of the history of the health movement, see E. Richard 
Brown, "Public Health In Imperialism: Early Rockefeller Programs at 
Home and Abroad," in Ehrenreich, pp. 252-270. 
9 
an ever increasing part of human existence. 19 
Zola apparently discounts the fact that through their institutions, 
lobbying and professional bodies, doctors and other health experts exert 
tremendous political influence over a wide range of issues, including 
research agendas, insurance eligibility, and the adoption and use of 
new technologies. Consequently, they enthusiastically participate in 
the medicalization of life by virtue of their need to justify their ser- 
20 
vices and insure their continued existence. The medicalization of 
life is not just insidious, it is facilitated by the political process. 
The notion that public or private institutions are vehicles of 
political socialization and mechanisms for holding opposition in check 
is not new. Piven's and Cloward's study of the development and role of 
the welfare state advances the idea that that particular institution 
effectively serves the interests of businesses and corporations by 
regulating labor. According to the authors: 
19 
Irving Kenneth Zola, "Medicine As An Institution of Social Control," 
in Ehrenreich, p. 80. Such decisions are made in the interest of 
controlling behavior, according to Zola. An example of using medicine 
in this way is by defining protest behavior as deviance and making pro¬ 
testors subject to medical intervention. For a treatment of this issue 
see Samuel F. Yette, The Choice (Silver Spring, Md.: Cottage Books, 
1971): 235-261. 
20 
J.H.U. Brown, The Politics of Health Care (Cambridge, Mass.: 
Ballinger Publishing Co., 1978). Even more useful is Magali Larson, 
The Rise of Professionalism: A Sociological Analysis (Berkeley: Uni¬ 
versity of California Press, 1977), and James G. Burrow's history of 
the American Medical Association, AMA-Voice of American Medicine 
(Baltimore, Md.: Johns Hopkins Press, 1963). In addition, any of 
Richard H. Shryock's histories of American medicine is an excellent 
source of documentation of the 'savvy' side of American medicine; 
Medical Licensing in America 1650-1965 (Baltimore: Johns Hopkins Press, 
1967), Medicine and Society in America: 1660-1860 (Ithaca, N.Y.: 
Cornell University Press, 1960), or The Development of Modern Medicine: 
An Interpretation of The Social and Scientific Factors, Involved (N.Y.: 
Knopf, 1947). 
10 
Relief arrangements are ancillary to economic arrangements. 
Their chief function is to regulate labor, and they do that in 
two general ways. First, when mass unemployment leads to out¬ 
breaks of turmoil, relief programs are ordinarily initiated or 
expanded to absorb and control enough of the unemployed to 
restore order; then, as turbulence subsides, the relief system 
contracts, expelling those who are needed to populate the labor 
market. 21 
Kelman, discussing "The Definition Problem in Health", refers to 
this as the "functional" aspect of health: 
At any point in time functional "health" is that organismic con¬ 
dition of the population most consistent with, or least disrup¬ 
tive of, the process of capital accumulation. At the individual 
level this means the capacity to effectively do productive (con¬ 
tributing to accumulation) work. In the aggregate a population 
is said to be functionally healthy if the expenditures necessary 
to bring that condition about are not so high as to interfere 
with the expansion of capital. More precisely, a population is 
said to be optimally functionally healthy if the last increment 
of resources directed toward health contributes as much to over¬ 
all productivity and accumulation as it would if diverted toward 
direct capital investment (accumulation). 22 
The significance of what are considered conscious manipulations 
of the labor force escapes those who are being manipulated as well as 
the social scientists who are called on to explain fluctuations in the 
23 
economy. The administered populations tend to blame themselves and 
are ever in pursuit of more sophisticated skills that can, theoreti¬ 
cally, increase the likelihood of securing employment. Generally, the 
social scientists are apologists and focus on the promise of the sys¬ 
tem, overlooking what must be interpreted as fundamental contradictions 
21 
Frances Fox Piven and Richard A. Cloward, Regulating The Poor: 
The Functions of Public Welfare (N.Y.: Vintage Books, 1971): xii, xvi. 
For the specific function of health care see Lesley Doyal, The Politi¬ 
cal Economy of Health (Boston: South End Press, 1979), and Illich. 
^Kelman, p. 13. 
23 
Piven and Cloward, p. xvi. 
11 
in the medical model. Consequently, political scientists have paid 
very little attention to the question of well-being except as a policy 
question that is best discussed, again, among medical technicians and 
other experts. Political scientists have not been at the forefront of 
dialogue or literature concerning the modem medical system. They have 
not asked the basic question about the relationship between a society's 
values and the treatment of its ill, or the relevance of such concerns 
to justice, the organization of the state or to political philosophy. 
Political scientists, victimized by training which cultivates discipli¬ 
nary myopia, have displayed a crass disregard for analyses of the health 
24 25 
movement. It has been primarily sociologists, philosophers, his¬ 
torians, frustrated consumers or practitioners, journalists and law- 
26 
yers, who have written about, critiqued and challenged the assumptions 
and practices of the health care system. In those instances when health 
has been conceptualized as a political problem, the writers have concen¬ 
trated on the public policy dimension. Even in that regard, few in number 
27 
are the political scientists among the writers. Within the policy 
Larson, Professionalism; and Michelle Harrison, M.D., A Woman in 




Frederica Y. Daly, "To Be Black, Poor, Female, and Old," Freedom- 
ways 16(1, 1976): 222-229; and Robert Crawford, "You Are Dangerous to 
Your Health," Social Policy 8 (4, 1978): 10-20. Also consider Vilma R. 
Hunt, Work and The Health of Women (Boca Raton, Fla.: CRC Press, 1979); 
and Anne S. Casper, "Health and Public Policy, Depo-Pro-vera: A Political 
and Legal Issue." Women and Health 1 (4, Winter 1979): 407-410. 
27 
Of the numerous individual works and edited collections of essays 
I have reviewed, only Frank J. Thompson, Robert Crawford, and G.R. 
Weller are political scientists. No doubt there are numerous works and 
authors I have missed, however, Weller and Thompson both comment on the 
paucity of literature on the subject, written by political scientists. 
•See F.J. Thompson, p. 2. 
12 
approach are those who argue that the availability of federal monies to 
supplement health care costs has resulted in only minimally improved 
status of the targeted populations. Federal subsidization has served 
28 
to accelerate medical costs and to engratiate the medical empire. 
Still others argue that there must be some more dependable means of 
29 
controlling the medical and fiscal abuses of the health system. 
Despite the availability of literature on the ethics or sociology of 
30 
medicine, the dominant paradigm victoriously claims its hegemony, 
extending beyond national geographic boundaries. America, convinced 
that it owns the best model, now exports this commodity "health" to the 
31 
"unhealthy" less developed countries. 
Despite the alleged institutional and ideological hegemony of 
32 
medical pluralism, frustration simmered beneath the veneer of order. 
Cracks appeared as women decided to have their babies at home ; people 
28 
Russell and Burke, pp. 75-76. 
29 
Illich. See Eric H. Helt, "Economic Determinism: A Model of 
The Political Economy of Medical Care," International Journal of 
Health Services 3(1973): 475-485. 
30 
That paradigm, referred to in the literature as the "medical 
model", is characterized by its oppressive monopolization of an expand¬ 
ing arena of everyday life, its fetish of expertise, scientism, ahis- 
toricism, and usurpation of political and personal autonomy. See 
Illich, especially Chapter two, "The Medicalization of Life," 
pp.31-118. 
31Paul, pp. 276-277. 
32 
This is a transposition of the notion of political pluralism. 
The idea is that there is an open market place for practitioners who 
survive on the basis of the marketability of their product. The notion 
is more theoretical than real, given the regulatory and licensure prac¬ 
tices of states, heavily influenced as such practices are by the 
dominant practitioners—allopaths. 
13 
began to abandon drug therapy in favor of self-help health care 
33 J ,. . ,.„ J 34 options and community-based clinics proliferated. 
When it became apparent that the trend toward increased community 
and lay influence and control of medical treatment could not be 
stopped, the response of the state and the economic interests who con¬ 
trol the medical industry was twofold: 1) co-optation of the opposi¬ 
tion by incorporation of 'alternative' institutional arrangements and 
therapeutic modalities, and 2) delegitimizing 'alternatives' through 
legal measures. It is arguable that the so-called 'alternatives' 
facilitated their own demise as a consequence of their clumsily con¬ 
structed quest for legitimacy in a hostile environment; however, it is 
the process of co-optation and delegitimation that represents the 
focus and interest of this study. 
Statement of The Problem, Scope of This Study 
In 1983 the Georgia State General Assembly attempted to pass an 
Act outlawing the practice of naturopathy in the state. Considering 
35 
naturopathic consultations as the unlicensed practice of medicine 
the legislature attempted to repeal that section of the Georgia Code 
Lasch's narcissists. 
34 
It is difficult to determine whether such efforts represented the 
genuine organized (or even spontaneous) sentiments of communities or 
were a somewhat fabricated reaction precipitated by a general trend in 
the reorganization of the state as it attempted to manage a number of 
crises with a "new federalism" which emphasized and funded community 
based programs in numerous areas; i.e., urban renewal, prison reform, 
health care, senior citizen's housing, etc. 
35 • 
This interpretation is based on the opinions of several State 
Attorneys General, including Michael Bowers who presently holds this 
office. Cf. Georgia Code Annotated, Section 43-34-1, p. 490 and 
Georgia Opinions of The Attorney General, No. 82-11 (1982): 19-22. 
14 
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(43-34-1) which defines and authorizes the practice of naturopathy. 
The original Act defining naturopathy and providing for a Naturo¬ 
pathic Board of Examiners was passed in 1950. That portion of the Act 
which provided for the Board was repealed in 1956. According to the 
foreman of the Grand Jury that recommended disbanding the Board, the 
decision was based on community-based complaints regarding naturopathic 
practices. Apparently a patient died in the office of a naturopath. 
Naturopaths have insisted that the death was related to allopathic 
treatment and that the Board was disbanded because of the threat the 
popularity of naturopathic treatment represented to allopathic practi¬ 
tioners. On the basis of the 1956 law, State Attorney General Bowers 
issued an Opinion in 1982 in which he argued that the remaining section 
37 
of the original Act does not authorize the practice of naturopathy. 
Consequently, in his opinion, there is considerable likelihood that the 
weight of the courts would be on the side of anyone who challenged the 
38 
right of naturopaths to diagnose and treat illness in Georgia. 
36 
S.B. 212, Georgia General Assembly, 1983 Session. See Appendixes 
B and C. 
37 
Opinions, p. 21. The naturopaths subsequently filed suit claiming 
that such an interpretation prevented them from legally practicing their 
trade and earning a living, which constituted a violation of their consti¬ 
tutional rights. 
38 
Although an Opinion does not carry the weight of law, few naturo¬ 
paths can afford the risk of imprisonment and financial loss which 
would result from continuing to practice in disregard of the Opinion. 
Local naturopaths have already expended over $20,000 in legal fees in 
an attempt to force the State to be more specific in its statutory pro¬ 
visions regarding the definition and practice of the profession in the 
State. The naturopaths lost the case. The State argued that the Code 
section that remains on the books was not an authorizing clause but a 
grandfathering gesture to protect naturopaths then practicing; not a 
provision designed to encourage the proliferation or protection of new 
practitioners. Interview with James J. Berryhill, M.D., Atlanta, 
Georgia, 19 January 1984. 
15 
The Assembly did successfully manage to pass the 1983 bill but it 
was subsequently vetoed by the Governor. According to the naturopaths 
and citizens groups who were actively involved in opposing the passage 
of the bill, the Governor's office received more mail on this issue 
than any other piece of legislation during the 1983 session and was 
thus hesitant to approve a bill that had generated so much public oppo- 
39 
sition. According to Governor Harris' office, he refused to approve 
the bill because the issue was, at the time, being litigated. 
Despite the fact that recent information and activities in the 
arena of health care have dramatized the marriage or intersection of 
the interests of the health care industry to politics, the relationship 
is actually as old as the formal practice of medicine in the United 
40 
States. Congressional Acts, court decisions, and national political 
agendas have addressed the issues of defining the boundaries or para¬ 
meters of practice, providing institutional and medical research sup¬ 
port, as well as subsidizing care for specific sectors of the popula- 
41 
tion such as the elderly and the poor. Thus, the recent Senate bill 
represents one in a series of efforts on the part of political 
39 
Ibid. 
See Starr. This book offers an excellent sociological 
history of American medicine and its seamy political side. Vicente 
Navarro, Medicine Under Capitalism (N.Y.: Prodist, 1976), provides an 
economic analysis; and David Mechanic, op. cit. , integrates the per¬ 
spectives of several disciplines. 
41 
According to J.H.U. Brown, "The development of health 
policy began with the 1914 Flexner Report." Brown gives a chronology 
of important legislative and related activities, p.9. However, regula¬ 
tion and attempts to set standards for medical doctors began in the 
mid-nineteenth century. Cf., Starr. 
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representatives to define and narrow legitimate healing options avail- 
42 
able to the general public. It is clearly within the legal purview 
of the states to regulate health (among other) professions within the 
states. Individual states retain the right to express their particular 
43 
cultural and historical biases in the regulation of health professions. 
It is generally assumed that the basis for the exclusion of cer¬ 
tain medical practices is sincere concern for the health and safety of 
the consumer. Exclusionary policies were originally designed, so it is 
argued, to protect the public from medical carpetbaggers who peddled 
tonics and elixirs made of sugar water, bat wings and hops; and other 
such suspect healers. It remains unclear, however, exactly what cri¬ 
teria are to be used in determining what constitute acceptable metho¬ 
dologies. In the absence of an empirical and objective set of criteria, 
critics argue, the prejudices and disposition of the dominant medical 
model (allopathic medicine, in this instance) are used to sift out 
unacceptable modalities. The consequences of this approach are 
several: 1) the usurpation of personal autonomy in the area of health 
44 
as well as politics, 2) the perpetuation of relations of dominance in 
The tendency to expand or narrow options coincides with the 
ability of the American Medical Association to maintain a monopoly on 
notions and institutions of authority in the medical arena. Acupunc¬ 
ture was considered unorthodox and suspect, as was osteopathy and 
chiropractic, until a certain level of control over practitioners was 
achieved. See Helen Kruger, Other Healers, Other Cures (N.Y.: Bobbs- 
Merrill Co., Inc., 1974): 40-88. Chiropractors continue to challenge 
what they view as an AMA conspiracy "to destroy the chiropractic pro¬ 
fession." Herald of Holistic Health (Winter 1983): 3. 
43 
The courts have consistently upheld the right of individual 
states to set the standards for licensure and regulation. Consequent¬ 
ly, it is legal to practice naturopathy in only ten states. 
44 Illich. 
17 
the larger society through the use of a medical model that accepts and 
participates in the replication of social, political, and economic 
45 46 
inequalities, 3) control over the labor force, and 4) the perpetua- 
47 
tion of curable illnesses and propagation of iatrogenic diseases. 
That is, licensure and regulatory policies reflect and embody the po¬ 
litical priorities of those who rule the society and, thus, policies 
reflect the political ideas and agenda of the controlling economic 
„ 48 
interests. 
Given the widespread controversy over health care costs and prac¬ 
tices, a study of the decision-making process as it impacts practi- 
49 
tioners, consumers, and political life is certainly timely. As well, 
a study of the legislative history of a contending medical modality 
provides an opportunity to broaden dialogue regarding the efficacy of 
the modality while emphasizing the explicitly political and economic 
interests that medicine serves; interests intentionally obscured by the 




Doyal, pp. 37-44. 
47Illich. 
48 
This is not a new or novel idea. See Sylvia Tesh, "Political 
Ideology and Public Health in the 19th Century," International Journal 
of Health Services 12(1982): 321-341. 
49 
Stanley Wohl, M.D., The Medical Industrial Complex (N.Y.: 
Harmony Books, 1984): 17. 
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rendering the service. 
This study considers and analyzes the activities, interests, and 
rationalizations of committee members, lobbyists, and those high level 
officials (Governor and Attorney General) closely associated with the 
1983 Senate Bill 212 which attempted to disallow the practice of 
naturopathy in Georgia by eliminating the statutory definition. Al¬ 
though the legislation would not technically prevent naturopaths from 
practicing in the state, the absence of enabling legislation precludes 
the implementation of regulatory standards and procedures that grant 
legitimacy and authority to professions and would thus subject naturo¬ 
paths to the accusation that their interventions constitute practicing 
medicine without a license. The historical analysis of the rise of 
professionalism and the contemporary state which undergirds this study 
will consider the implications of such an accusation. 
Methodology 
Clearly, the most obvious question this study raises is: what 
prompted the state legislature, after twenty-seven years of inaction 
with regard to naturopathy, to decide to take action as drastic as an 
attempt to nullify the previous statute in its entirety? Exactly what 
factors influenced the introduction and passage of this piece of legis¬ 
lation? Three additional questions are also fundamental to this 
Health costs continue to rise while the availability of care 
declines, and the incidence of illnesses in all communities (but 
especially the poor) increases. All of this has had a favorable im¬ 
pact on the economic status of physicians. "Doctors' average net in¬ 
come, after expenses, was up 7% from 1981. . . . The average annual net 
income of U.S. physicians was $99,500 in 1982 . . .," Herald of 
Holistic Health, (Winter 1983), p. 7. 
19 
inquiry: What is the nature of the relationship between the Medical 
Association of Georgia and the policy-makers identified for the pur¬ 
poses of this study? What was the basis for the introduction of Senate 
Bill 212? What differences can be noted in the perspectives of the 
actors (allopaths, lobbyists, naturopaths) regarding the economic and 
political interests of consumers and practitioners? Finally, one must 
ask what constitutes an 'alternative', and how alternative is the 
alternative? This final question is posed in the concluding sections 
of the study. 
An historical interpretation of laws governing naturopathy is pre¬ 
sented based upon state legislative journals, reports, and committee 
minutes'^ as well as from interviews with those persons directly in- 
52 
volved in the legislative process. A survey questionnaire was ad¬ 
ministered to the Senate Human Resources Committee members, the chief 
lobbyist for the Georgia Medical Association Political Action Commit¬ 
tee, the chiropractor who introduced the legislation, several naturo¬ 
paths impacted by the legislation, and the lawyer who represented the 
naturopaths in a federal suit filed on their behalf. An analysis of 
the responses combined with a critical review of relevant literature 
and history form the empirical and interpretative basis of this study. 
The methodological obstacles in this study have been numerous 
and, indeed, are a testament to some of the theses developed regarding 
the role of the legislative process in obscuring sources of power. 
Although state clerks, secretaries, and archivists were tremendously 
helpful, the cryptic quality of journal entries serves to camouflage 
what actually happens in committee meetings. Limited state funding in¬ 
sures that state records are much more vague and difficult to locate 
than are, for instance, federal records. Interviews, though often con¬ 
tradictory, proved more helpful than the brief written accounts which 
comprise committee minutes and other records on state-level lawmaking. 
52 
See Appendix A. 
20 
The history of this particular licensing process is also a study 
of the conflict between a given and allegedly challenging health para¬ 
digm, each of which claims to: 1) have the best interests of consumers 
at heart, and 2) demonstrate greater proficiency in the area of healing. 
While these are obviously empirical questions best answered by a com¬ 
parative analysis of results, there are methodological conflicts which 
preclude such argumentative neatness, for in the medical community 
there is still conceptual ambiguity and conflict regarding what consti¬ 
tutes health and what can be considered appropriate responses to 
disease. Who, ultimately, does and should decide such issues is not 
readily apparent. Chapter three will look at conflicting notions of 
scientific validity and how they have served to frustrate the formula¬ 
tion of an explicit and unambiguous position on each of these issues. 
Campaign disclosure material, housed in the Secretary of State's 
office, provided useful information regarding sources and levels of 
financial support for legislators. This was compared with information 
provided by the legislators. An attempt is made to draw correlations 
between contribution levels and responsiveness of the legislators to 
issues relevant to the health-related contributors. 
Definitions of Terms 
Apparently, health is as elusive conceptually as it is empirically. 
Mortality and morbidity constitute the statistical foundation upon 
which analysts must depend for assessing the well-being of individuals 
and society generally. It is widely agreed that much of the aggregated 
and averaged mortality data is misleading and fails to grasp the con¬ 
dition of the living. According to Doyal, who has written on health in 
21 
Britain: 
Mortality statistics are easily available and relatively reliable, 
but are only of limited value. They tell us what people die of 
and at what age,' and can serve as a significant indicator of the 
varying material circumstances of different social groups. How¬ 
ever, they can give only a very crude indication of the state of 
health of those people in the population who remain alive. . . . 
Thus, a falling death rate may not necessarily reflect any overall 
imDrovement in basic health and . . . many kinds of chronic ill 
health . . . will not be reflected at all in an increasing mor¬ 
tality rate. 53 
Although Doyal acknowledges that morbidity rates are helpful, she 
notes that they have methodological limitations as well. "The most 
fundamental problem ... is that they refer only to those people who 
are defined as sick or disabled according to medical criteria, or who 
54 
have actually died." Yet, we must live with these methodological 
limitations as these are the only figures available on sizable popula¬ 
tion groupings. 
Additionally, there is the problem of the cultural particularity 
of illness. Medical anthropologists and students of the sociology of 
medicine have struggled with this problem. Ahmed and Coelho contend 
that : 
. . . . Future improvements in health care will come primarily 
through expansion of definitions of health and illness by in¬ 
cluding cultural, psychosocial, environmental conditions rather 
than through intensive scientific technological developments in 
bio-medicine. 55 
The word health is derived from the Anglo-Saxon "health" and means 
53 
Doyal, op. cit., p. 58. 
54 
Ibid. This criticism is equally true of U.S. statistics although 
considerable effort has been made to broaden the data base and to pro¬ 
vide studies of critical variables such as race, income, and regional 
influences. 
^Paul I. Ahmed and Georg V. Coelho, ed. Toward A New Definition of 
Health—Psychosocial Dimensions (N.Y.: Plenum Press, 1979): xv. 
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wholeness. Taber defines it as "a condition in which all functions of 
body and mind are normally active." ^ Again we must contend with the 
notion of normalcy. Even disease, which would seem self-evident, is a 
conceptual albatross. Disease is: 
literally, the lack of ease (Latin/French derivative). A Datho- 
logical condition of the body that presents a group of symptoms 
peculiar to it and which sets the condition apart as an abnormal 
entity differing from other normal or pathological body states. 
57 
To the extent that those who define health are willing to define 
which levels of pain and discomfort can be considered illness: and to 
the extent that illness becomes a matter of economics (time docked, 
medical expenses, professional income, etc.) the utopian definition 
offered by the World Health Organization (which defines health as the 
absence of disease) appears to be the appropriate guage against which 
to measure well being. 
"Holistic" health practitioners further complicate matters by con¬ 
tributing their definition of "holistic health": 
Holistic health—or total wellness—is not just an absence of 
disease or the elimination of isolated symptoms, as symptoms can 
be relieved without restoring health. Holistic health is a con¬ 
dition of top-notch psychological, physical, emotional and social 
well-being, a state of harmony within oneself, with others, and 
with the environment. 58 
Clarence Wilbur Taber, Taber's Cyclopedic Medical Dictionary 
(Philadelphia: F.A. Davis Co., 1961): H-7. There are several kinds 
of disease: acute, chronic, communicable, congenital, constitutional, 
contagious, deficiency, degenerative, endemic, epidemic, familial, 
functional, hereditary, idiopathic, infectious, malignant, occupational, 
organic, pandemic, parasitic, periodic, psychosomatic, sporadic, sub¬ 
acute, and venereal. 
D7Ibid., D-37. 
58 
American Holistic Health Sciences Association, "You And Holistic 
Health,” flyer (St. Charles, 111., 1983). 
23 
This definition closely approximates that of Kelraan whose discus¬ 
sion of the functional and experiential dimensions of health we have 
59 
already discussed. 
Given this plethora of explanations, the following definition 
encompasses the conceptual and operational aspects of the term "health" 
as used in this study: 
Health is the functional and experiential status of the individual 
specifically, and population groups generally which satisfies and 
accommodates the needs of the society and the individual as 
respectively defined through a process which takes into considera¬ 
tion the perspective of health practitioners and the recipients of 
health care services. 
The health care system refers to the aggregate of professional and 
paraprofessional practitioners, public and private medical institutions 
and related feeder industries which directly and authoritatively impact 
health care services. While there is clearly a community of practi¬ 
tioners who are not legally recognized practitioners (in Georgia this 
would include naturopaths), for the purposes of this study such persons 
60 
and arrangements do not constitute the hegemonic health care system. 
Allopathic medicine, according to Taber and most medical and other 
dictionaries, is "a misnomer for a system of therapeutics administering 
medicines which produce effects different from those of the disease 
treated; in principle, the opposite of homeopathyAdditionally, 
allopathic medicine emphasizes the use of inorganic compounds for the 
treatment of disease, focuses on germ theory as the explanatory model 
59 
See pages 7 and 10 of this chapter. 
^Victor and Ruth Sidel, A Healthy State, An International Per¬ 
spective on The Crisis in United States Medical Care (N.Y.: Pantheon 
Books, 1983): xxi-xxiv. 
61 
Taber, p. A-39. 
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for most illnesses, and has the privileged status of being the dominant 
methodological approach to the treatment of disease. 
Health system - While there is no national, organized system to 
speak of, this expression refers to hospitals (public and private), 
practitioners (doctors, nurses, radiologists, or other persons who de- 
62 
pend on the health svsten for fifty percent of their income), health 
and pharmaceutical industries, administrative personnel, and relevant 
lobbying groups and professional organizations and bureaucracies. 
Naturopathy - The definition used in the Georgia Code is appar¬ 
ently acceptable to practitioners: 
"naturopathy" means a philosophy and system of healing art 
embracing prevention, diagnosis, and treatment of human ills 
by the use of air, light, heat, cold water, and manipulation, 
together with the use of such nutritional substances as are 
naturally found in and are required by the body. Such treatment 
avoids the use of drugs, surgery, x-rays, and radium therapy. 63 
Alternative health modalities refers to that wide range of forms 
of treatment exclusive of allopathy. This would include faith healers, 
chiropractors, osteopaths (although this distinction is becoming more 
64 
and more blurred), acupuncturists, herbalists, structural integra¬ 
tion therapies, meditation and exercise therapies, psychics and mind 
control therapies. Many of these therapists refer to themselves as 
Noble Maseru, "Consumer Participation: Impact of Consumer Input 
on Policy Development and Decision-Making Within The' North Central 
Georgia Health Systems Agency", A Report Submitted to the Master of 
Community Health Special Study Project Committee of Emory University, 
School of Medicine, Department of Preventive Medicine and Community 
Health, Master's Thesis, 1981. This is the accepted criteria for dis¬ 
tinguishing a health sector-related practitioner from a non-related 
practitioner. 
6 3 
Georgia Code Annotated, Section 43-34-1. 
^Osteopaths now have training very similar to that of allopaths 
and are generally allowed to have hospital staff privileges. 
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holistic practitioners which, if we accept the definition given by the 
American Holistic Health Sciences Association, is not always accurate. 
According to the AHHSA: 
"Holism" and "holistic" are words derived from the Greek "holos", 
which means total. In 1926 Jan C. Smuts used the word holism to 
express the idea that a whole organism is greater than the sum of 
its parts. Since then, the term has been applied to the various 
groups which promote the "mind-body-spirit" philosophy. . . . More 
recently, however, the terms holism and holistic have been used 
to describe the "total person" approach to health and holism has 
come to include any method of restoring and/or maintaining health 
that relies on an organism's ability to heal itself. Still more 
recently holism has come to encompass those cases where both 
traditional and alternative health practices are integrated into 
a single over-all process, and has now broadened out to include 
even social and economic factors which may influence health. 65 
Theoretically, the holistic practitioner has a somewhat different 
approach to the patient: 
Your holistic practitioner will not usurp your authority over your 
own person by taking responsibility for your health away from you. 
Rather than shoulder responsibility for your health, your holistic 
practitioner will assist you to achieve total, vibrant wellness by 
teaching you how to mobilize your in-bom capacity for self- 
healing. While your holistic practitioner may specialize in nu¬ 
trition, psychological counseling, manipulation, or immune-system 
stimulation, or any one of a hundred methods, his/her emphasis 
will always be on education and self-care, not treatment and 
dependence; on helping you understand and apply the lifestyle 
changes that will promote health and prevent illness. 66 
Thus, not every alternative is holistic and holistic practitioners 
might also be allopaths. 
Having defined the major concepts, the working assumption or major 
hypothesis of this study can be stated as follows: 
65AHHSA flyer, 1983. 
66Ibid. 
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The economic and political interests of state legislators coincide 
with and reflect the interests of the major institutions of power 
and social control; in this instance, the health industry. Con¬ 
sequently, the democratization of healing options (which is viewed 
with hostility by the Georgia Medical Association because other 
healing options are potential competitors and have unacceptable 
therapeutic approaches) is of less importance than the preserva¬ 
tion and perpetuation of existing "legitimate" approaches to 
health. 
In this first chapter I have discussed the origins and parameters 
of the health care crisis as a contemporary expression of declining 
confidence in the state's fiscal and institutional capacity to address 
the needs of its citizenry. The importance of the legislative process 
as a vehicle for the articulation of mass-based needs has been intro¬ 
duced as the focal point of this study. Finally, I have discussed and 
defined the major concepts that will appear throughout this study. 
The following chapter will offer a characterization of the various 
approaches used to conceptualize the nature and cause of the crisis in 
order to identify the approach considered most appropriate to this 
inquiry. The third chapter will present an overview of the rise of the 
state and of the medical profession in an attempt to chronicle the 
political, economic and ideological influences on the various stages of 
professional and social change that have impacted the evolution of the 
American health care system, with a particular emphasis on naturopathy. 
In chapter four the results of survey research regarding naturopathy in 
Georgia are presented and analyzed. The final chapter summarizes the 
purpose and results of this study and outlines trends that can be 
expected, based on the primary research and historical experience. 
CHAPTER TOO 
Crises in and Critiques of The American Health Care System: 
A Characterization of Ideas and Approaches 
A broad range of social scientists argue that there is a crisis in 
the American health care system. The crisis is variously conceived as 
a crisis in culture, ethics, bureaucracy, philosophy, politics, eco¬ 
nomics, science, and paradigms. There are critiques that focus on each 
and all of these variables. However, the thrust of critiques of the 
American health care system is that the system is inefficient and in¬ 
equitable. The costs continue to escalate at a rate twice that of the 
rate of inflation and: 
This year, Americans will spend 10 percent of the gross national 
product on health care. The expenditure is more than double the 
national defense budget and does not include the billions more 
that consumers will spend in order to get fit, stay slim, eat 
right, and look well. When the costs of fitness, diet, and cos¬ 
metics are included, the total health care expenditure easily 
triples that for defense. And of every health dollar spent, an 
astonishing $0.33—or one-third the total—ends up in the coffers 
of listed U.S. firms. 1 
According to the Sidels: 
. . . the fragmentation and the lack of accountability of the U.S. 
medical-care system have led to severe inequities, inefficiency 
and danger. In all areas of medical care, with the possible 
exception of hospitalization, the poor and nonwhite, who by almost 
every measure have far greater needs for care than do the more 
l-Wohl, p. 17. 
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affluent, have less than equitable access to medical care. And 
the duplications and overlapping areas of high technology in medi¬ 
cine vastly increase the cost of care and undermine the competence 
in its use. 2 
Wohl expects that "by 1990 health care will make up close to 16 
3 
percent of the gross national product." Recent attempts to control 
health costs have already begun to take a toll on medicare and medicaid 
. . 4 
recipients. 
The health care crisis is not confined to the United States; how¬ 
ever, the American context represents, embodies, and personifies all of 
the worse dimensions of the crisis. According to Ivan Illich: 
In the west during the sixties dissatisfaction with medicine grew 
in proportion to its cost, reaching the greatest intensity in the 
USA. Rich foreigners flocked to the medical centers of Boston, 
Houston, and Denver to seek exotic repair jobs, while the infant 
mortality of the U.S. poor remained comparable to that in some 
tropical countries of Africa and Asia. Only the very rich in the 
United States can now afford what all people in poor countries 
have: personal attention around the deathbed. An American can 
now spend in two days of private nursing the median yearly cash 
income of the world's population. 5 
The importance of the crisis is outlined in the opening lines of John 
Ehrenreich's The Cultural Crisis of Modem Medicine: 
Medical care is a good probe of the quality of a society. It 
reveals how a society deals with such fundamental individual and 
2 
Sidel and Sidel, pp. xxi-xxiv. 
3Wohl, p. 179. 
4 
The most recent arrangements focus on returning control of health 
to the open market and competitive bidding. See Black Enterprise, "Prepaid 
Care," pp. 30-33; Business Week, "The Upheaval in Health Care," (July 25, 
1983): 44-48, 52, 56; and Edward J. Carels, et.al., The Physician and 
Cost Control (Cambridge, Mass., 1980): 3-21. 
3Ivan Illich, Tools for Conviviality (N.Y.: Harper & Row, 1973): 
5-6. 
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social experiences as birth and death, pain, disability, suffering, 
and aging. Viewed through the prism of its medical care system, 
the United States appears a very unhealthy society indeed. 6 
The tone of relevant analyses range from apologetic to contemp¬ 
tuous, and solutions range from preserving and reinforcing an existing 
arrangement to abandoning it altogether in favor of any number of al¬ 
ternative possibilities.^ Each of the various approaches used to 
characterize and critique the health care system is informed by assump¬ 
tions regarding theories of science, therapeutics, and public policy. 
It is evident that any attempt to critique any single aspect of the 
'crisis' is obligated to spend some portion of the analysis on each one 
of these dimensions. Thus, in the process of developing this study of 
the legislative process as it relates to the regulation of naturopathy, 
it was necessary to consider the validity of various therapeutic 
approaches and the underlying notions of science that informed them as 
well as ideas concerning the role of the state in the delivery of 
health care. This second chapter organizes and characterizes extant 
approaches to the study of the health care system, most explicitly for 
the purpose of distinguishing the approach that is most useful in 
organizing, discussing and criticizing the nature and parameters of 
what is called 'the crisis in health care' and the relationship of 
various analyses to successfully addressing health-related concerns. 
While there are certainly those who would argue that the American 
%hrenreich, p. 1. 
^It should be noted that while many critics are willing to dis¬ 
card the presently structured arrangement, few accept the premise that 
the therapeutic theories that undergird the model should be abandoned. 
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health care system is the best in the world and that critics are 
arousing unnecessary hysteria, the overwhelming bulk of the literature 
acknowledges that becoming ill in America is the precursor to financial 
ruin. According to Braverman: 
Our ability to deliver needed health services at a reasonable cost 
and to provide for the basic physical needs of our society is in 
doubt. Anxiety over providing quality health care to every Ameri¬ 
can is now prevalent and is termed the "health care crisis.". . . 
The health problems appear in many guises: a breakdown in the 
delivery of health care services; smog enveloping our cities; 
chemicals and sewage polluting our rivers; high mortality from 
lung cancer, chronic respiratory disease and coronary heart 
disease; severe discrepancies in health between different social 
classes living in the same cities; and a deteriorating physical 
environment as reflected by housing which is of substandard quality 
in many areas. 8 
Presently, a number of financial schemes and new institutional 
arrangements are being contrived in an attempt to circumvent the 
9 
economic problems that plague the health consumer. However, the 
crisis is much more severe than a simple need to revise reimbursement 
procedures; such revisions only shift the economic burden from one 
sector of the population to another. As one analysis suggests: 
. . . the major problems of health and health care are not iso¬ 
lated phenomena to be "solved" one by one—let alone something to 
be blamed on identifiable individuals or groups. Instead they are 
primarily results of the structure of society and of the health 
care system as a whole. The life style of post-industrial society 
is largely responsible both for the improvements in health and for 
the ascendency of the chronic diseases prevalent today. The 
fundamental orientation of the health system is responsible for 
many of the triumphs of medicine, but at the same time it entails 
certain inherent disjunctions making it ill-fitted in important 
ways to deal with the new needs of society for care. 10 
Q 
Jordan Braverman, Crisis in Health Care (Wash., D.C.: Acropolis 
Books): 2-3. 
9 
See Black Enterprise, "Prepaid Care,"; Business Week and Carels. 
^Alfred E. and Maria Miller, Options for Health and Health Care 
(N.Y.: John Wiley & Sons, 1981): xi. 
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The persistence of inequality in access and delivery, and the sub¬ 
sequent response in the form of state subsidization of health care 
mirror the expansion of the role of the state in all sectors of 
society. However, it seems clear to most critics that as long as the 
profit motive influences the delivery and receipt of health services, 
inequities will prevail.^ As well, highly technocratic societies, with 
their consequent industrial waste and pollution will continue to gen¬ 
erate illnesses that are the simple consequence of a widespread cul¬ 
tural resistance to altering the life styles and attendant environmen¬ 
tal hazards that are responsible for most of the illness that makes 
12 
life miserably long or painfully short. 
Not all approaches to the study of the health care system take 
note of these considerations. The thrusts, assumptions, and proposed 
solutions advanced by various writers provide the basis for character¬ 
izing and differentiating the thought and literature. In this chapter 
I will present a characterization of various approaches to the study 
of the health care crisis based upon the following formal organizing 
categories: 1) concepts, terms and assumptions that undergird each 
H Doyal, p. 23. 
See F.J. Thompson, p. 5. Robert Crawford cautions against 
victim-blaming approaches that insist personal life style habits are 
responsible for the bulk of morbidity and mortality. While 
victim-blaming arguments are, in many ways, accurate, there are two 
other facts that must not be ignored less society be absolved of its 
responsibility to provide for the well-being of its members: 1) there 
are strong cultural incentives to live unhealthy life styles and 2) the 
more critical contributors to morbidity and mortality are still occupa¬ 
tional and environmental hazards over which the public has little 
effective control. See Robert Crawford, "Healthism," pp. 365-388. 
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approach; 2) the primary unit of analysis; and 3) solutions proposed. 
Divergences in each approach, in my estimation, can be traced to one or 
a combination of these three organizing categories. Using these cate¬ 
gories I have chosen to divide critiques of the health care system into 
four broad analytical frameworks: 1) liberal-pluralist, 2) political 
economy, 3) cultural or sociological critiques, and 4) social demo¬ 
cratic critiques. The ordering of the frameworks reflects historical 
chronology rather than a hierarchy of their validity, accuracy or use¬ 
fulness. In addition, each category is comprised of sub-categories 
that attempt to characterize tributaries of the primary framework. The 
intention of such divisions is to identify the major variable upon 
which the related body of literature focuses. It is clear that each 
category encompasses and utilizes some elements of the other categories 
and this is not without its conceptual difficulties. Yet, it is 
apparent that critics have their thematic biases and it is my opinion, 
based on the literature, that the designated categories provide a use¬ 
ful schematic framework for distinguishing the more salient differences 
between various authors and their contending ideas. 
Liberal-Pluralist Critiques 
The earliest critiques of the health care system, and even today 
the most widespread, are liberal-pluralist critiques. According to 
Weller: 
Up until the nineteen seventies nearly all of the studies of 
health care systems from a political perspective were pressure 
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group studies of one kind or another. In fact many of the studies 
being produced today are still of this type." 13 
Such studies presented a sectoral focus on the interaction between 
business interests (represented by doctors 'and medical associations) 
and public policy interests (the burgeoning state bureaucracies created 
14 
to facilitate program development and implementation) . The approach 
was characteristic of the behavioralist thrust of the social sciences 
during the 1950s and 1960s. Several key assumptions associated with 
this approach include: 
1) "health care is seen as a field in which the distribution of 
resources is determined by market forces . . . and approximate a 
market economy model" 15 
2) health is viewed as a commodity which, because it is so essen¬ 
tial, requires some government intervention to protect practi¬ 
tioners and consumers from the vagaries of the marketplace 
3) the therapies and science of hegemonic medical models should 
be protected from the suspect and life-threatening practices of 
challenging models and critics 16 
4) the crisis is conceptualized as problems with access and 
equity; cost benefit analysis and expanding the opportunities for 
input from a broader cross-range of constituencies and sectors of 
the serviced community are posited as solutions 
Again, it is important to note that liberal-pluralist critiques of 
13Weller, p. 1. 
^Ibid., pp. 5-13. 
^Ibid., p . 7. 
^Harris Coulter, Divided Legacy: The Conflict Between Homeopathy 
and The American Medical Association (Richmond, Ca.: North Atlantic 
Books, 1973). This is the most thorough documentation of the battle 
for hegemony in the medical arena. 
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the health care system do not focus on the nation state as a unit of 
analysis but on interest groups vying for power in an organic model of 
the political system. As well, such critiques enhance and legitimate 
the extant political and economic system, accepting as -valid the moral 
and structural efficacy of the existing social and medical arrangement. 
Weller identifies a number of problems inherent in the liberal-plural¬ 
ist approach and concludes: 
They thereby . . . tended to be inherently conservative in that 
they tended not to ask where the 'public interest' was repre¬ 
sented in the health systems nor did they ask what the ends of 
the health system should or might be. Largely because the 
studies were not concerned with values or goals they tended not to 
be concerned with the possibility of long term or large scale 
change or the factors that might cause such change. This made 
them ineffective as explanatory works. 17 
Indeed, subsequent critiques of the health care system emerged and 
argued that "the health sector reflects and contributes to the general 
18 
social policy of austerity capitalism." The limitations of liberal- 
pluralism, with its allusions to the existence of a "fluid" and essen¬ 
tially equitable contest between organized sectors of the population 
19 
are critiqued by Parenti, and Chilcote insists that: 
. . . critics have noted that even in a group-oriented society 
like the United States only half of the people are in voluntary 
associations and such associations are only peripherally involved 
in politics. It is also assumed by pluralists that state policies 
reflect accurately the demands of diverse interest groups. How¬ 
ever, critics have commented that only certain policies can be 
17Weller, p. 11. 
^®Bodenheimer, "Policy Under Capitalism," p. 99. 
19 
Michael Parenti, Democracy For The Few 3rd ed. (N.Y.: St. Mar¬ 
tin's Press, 1980): 302-318. 
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implemented under capitalism and a class society. . . . Thus 
policy reflects economic and political conditions rather than 
conscious decision making. 20 
Central to liberal-pluralist analysis is the notion that power is 
acquired or lost as a result of open, free, competition between groups, 
thus providing for an equitable distribution of benefits to all sectors 
of the society. The thrust of this approach in the area of health care 
involves looking at the activities (lobbying, legislative) of profes¬ 
sional organizations and representatives of the health system and re¬ 
lated industries, and evaluating the behavior and activities of health 
consumers. 
There are essentially two trains of thought within the liberal- 
pluralist approach, one which views the role of pressure and interest 
groups as critical or primary, and another which identifies bureaucracy 
as the critical point at which to begin discussions of "the problem" 
and identify most likely solutions. 
Pressure group critiques, following mainstream pluralist analyses 
of the American political system consider the role of powerful 
21 
lobbying and interest groups to be the crucial variable in the input 
and outcome of legislation and regulatory policies regarding health 
care delivery. These competing groups are held responsible for in¬ 
creased costs; however, the process by which influence is asserted 
through these groups is viewed uncritically, except to the extent that 
there is a distortion or bias of influence that tends to ignore the 
20 
Ronald H. Chilcote, Theories of Comparative Politics-The Search 
for A Paradigm (Boulder, Col.: Westview Press, 1981): 354. 
21 „ 
Weller, pp. 5.9. 
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needs and concerns of those populations most adversely impacted by the 
health care system. Coincidentall]', it is these same populations which 
are the least effective in gaining an audience for their grievances. 
It is clear to pressure group theorists that "money talks" and that 
those without money are simply voiceless. This phenomenon is viewed as 
an unfortunate characteristic of life in a representative democracy. 
This apologetic, essentially uncritical perspective encourages its ad¬ 
herents to appeal to the sense of human decency of critially placed 
political actors or to develop very vocal but minimally effective 
groups that prod the consciences of the powerful with the threat of 
removal from elected positions, and the threat of social embarrassment 
for those who function within the less carefully scrutinized realm of 
the private sector. There is a tendency within this approach to depend 
on the calculated use of bureaucratic or administrative rules to frus¬ 
trate agendas set by allegedly insensitive or non-representative pres¬ 
sure groups. Not unlike analyses that focus on the role of bureaucracy, 
pressure group theories see poor management and greed (both consequences 
of human frailty) as major contributors to escalating health costs. 
Consistent with bureaucratic analyses, there is a call for humanizing 
and sensitizing managers or bureaucrats to the needs of the "health 
consumer". 
Liberal pluralism defines the crisis in health care as society's 
failure to deliver a product (health), acknowledged to be a fundamental 
necessity and right, to citizens in an efficient and equitable manner. 
Those who focus on the inequitable distribution of the $317 billion 
annual expenditure on health care emphasize the maldistribution of 
facilities and practitioners, and the exclusionary impact of costs and 
37 
race. The solution advanced by this approach is the reformulation of 
policy based on criteria that include cost containment controls and 
23 
discourage disparities based on race. This 'efficiency-equity' 
approach is characterized by a pragmatic emphasis on empiricism 
(counting hospital beds and CAT scanners) and dominates this field of 
study. The literature and interpretations produced by this approach 
encourage defensive rationalizations on the part of the actors who, in 
turn, suggest some focal point, other than themselves, as the real cul¬ 
prit in a conspiracy to destroy the Aseculapian temple. According to 
Ivan Illich: 
22 
In 1980 June Jackson Christmas, President of the American Public 
Health Association "told the opening session of the organization's 
108th meeting that the nation's health services are 'often inadequate, 
inattentive and uncoordinated' with the poor and inner cities bearing 
the burden." Atlanta Constitution, "Health-Care Racism Cited" (Oct. 
21, 1980): 3B. Also see Black Enterprise, "Prepaid Care," pp. 30-33, 
and Bullough and Bullough, particularly chapters 1 and 3. In addition, 
more recent works have shed light on the medical abuses to which women 
have been subjected. Cf., Harrison, Robert S. Mendelson, M.D., Male 
Practice-How Doctors Manipulate Women (Chicago: Contemporary Books, 
1981), and Barbara Ehrenreich and Deirdre English, For Her Own Good: 
150 years of the Experts' Advice to Women (Garden City, N.Y.: Anchor 
Books, 1979). These works are crucial because they investigate and 
pose questions about the social role of medicine, emphasing the treat¬ 
ment of poor people, minorities, and women. 
23 
For a discussion of incentives designed to control costs see 
Spencer Rich, "Prescription for Medicare: Surgery on Physicians' Fees," 
Washington Post National Weekly Edition (Jan. 23, 1984): 6-7, or Mil- 
ton I. Roemer and John E. Roemer, "The Social Consequences of Free 
Trade in Health Care: A Public Health Response to Orthodox Economics," 
International Journal of Health Services, 12(1982): 111-129. The dif¬ 
ficulty of imposing similar incentives to discourage racism can be 
gleaned from several sources: Institute of Medicine, Health Care in a 
Context of Civil Rights (Wash., D.C.: National Academy Press, 1981); 
Daly, pp. 222-229; and Charles R. Link, et.al., "Access to Medical Care: 
Differentials by Race," Journal of Health Politics, Policy and Law 
7(Summer 1982): 345-365. 
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The phenomenal rise in cost of health services in the United 
States has been explained in different ways: some blame irra¬ 
tional planning . . . others the higher cost of the new gimmicks 
that people want in hospitals. The most common interpretation at 
present relates to the growing incidence of prepayment of ser¬ 
vices. Hospitals register well-insured patients and rather than 
providing old products more efficiently and cheaply, are economi¬ 
cally motivated to move towards new and increasingly expensive 
ways of doing things. Changing products rather than higher labor 
costs are blamed for the rise. ... In this perspective the 
change in products seems due precisely to increased insurance 
coverage which encouraged hospitals to provide products more ex¬ 
pensive than the consumer actually wants, needs, or would have 
been willing to pay for directly. . . . Insurance for high-cost 
sick care is thus a self-reinforcing process which invests the 
providers of care with the control of increasing resources. . . . 
As an antidote, some critics recommend enlightened cost con¬ 
sciousness on the part of consumers . . . others, not trusting 
the self-control of laymen, recommend mechanisms to heighten the 
cost consciousness of producers. 24 
Thus, within its framework attempts to explain the crisis are re¬ 
duced to 'blaming' practitioners and institutions. Having identified 
insurance companies, doctors, hospitals, or consumers as the source of 
the problem, resolutions—which are suggested by the manner in which 
the problem is conceptualized—usually leave consumers and policy¬ 
makers with a plea for more and better of what already exists. The var¬ 
ious resolutions then become the focus of debate, as if all critics are 
agreed as to what constitutes "the problem". An ahistorical snapshot 
that does not consider the supportive role of the state (subsidization 
24Illich, p. 45. See Clark C. Havighurst, Deregulating the Health 
Care Industry (N.Y.: Balinger Pub. Co., 1982), Fuchs, and Paul B. 
Ginsburg, "The Effect of PSROs on Health Care Costs: Current Findings 
and Future Evaluations," (Wash., D.C.: Congressional Budget Office, 
June 1979) for discussions of politics and schemes directed at various 
sectors of the health care system, and their impact. 
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of private sector beneficiaries) results from this approach. As 
well, the economic actors are treated as diffused; the impact of their 
wealth diluted by the sensitivity of politicians to the needs of their 
broad-based constituencies. 
The foregoing characterization of liberal pluralism is one which 
recognizes and acknowledges 'problems' within the health care system. 
However, within this same framework there exists a viewpoint which 
denies the existence of any such problems. Indeed, to the extent that 
the more "conservative" liberal-pluralists are willing to acknowledge 
that problems do exist, such critics trace those problems to state in- 
26 
tervention. That is, the subsidization of health care is argued to 
be the cause of increased costs and the cause of the absence of equity 
in access and quality of care. Because those who share this position 
posit a different view of the role of the state with regard to specific 
sectors of the population, writers misleadingly presume the conservative 
position to be fundamentally different from that of liberal-pluralists. 
However, conservatives focus on the same categories of analysis, accept 
those assumptions initially presented as characteristic of liberal- 
27 
pluralism, and advance solutions which merely shift the burden of the 
crisis from one sector of the population to another, in this case, from 
institutions to individuals. There is no call for a restructuring of 
25 
Additional contributions by the state include research funding, 
ideological legitimation, and regulation. Wohl, p. 66. 
26 
Richard Viguerie, We Are Ready to Lead (Falls Church, Va.: The 
Viguerie Co., 1980): 131. 
27 
This chapter, p. 33. 
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the organization of either the private or public sectors in any but a 
temporarily inconvenient manner. 
What is most evident in critiques advanced by spokespersons for 
the "new right" is their vehement call for diminishing the role that 
government plays in all areas of life. According to Viguerie, who has 
been called the "godfather of conservatism", ". . . what unites most 
conservatives, Republican, Democratic and Independent is a desire for 
28 
less government and more freedom for every American." Conservatives 
argue that governmental intervention is the result of liberal conspir¬ 
acies and constitutes evidence of socialism creeping into the free 
29 
enterprise system. Consequently, conservatives identify the crisis 
in health care as a social as well as a fiscal crisis and argue that: 
American families do not want national health insurance which 
drives up the cost of hospitals and doctors (as Medicare and 
Medicaid have done), but tax incentives so that families can 
choose their own form of private health care. 30 
The conservative position is a retrievalist and ahistorical inter¬ 
pretation of a mythical 'great American past'. Conservatism ignores 
the economic and political bases for the increased role of government. 
Indeed, the private sector's gross neglect of the health needs of its 
^Viguerie, p. 131. 
29 
Kirk, Buckley, and Viguerie are all united in their hostility 
toward the "big state". For a discussion of the ideological and func¬ 
tional dimensions of the "new right" see Frank S. Meyer, ed., What is 
Conservatism? (N.Y.: Holt, Rinehart and Winston, 1965), Jay A. 
Sigler, The Conservative Tradition in American Thought (N.Y.: Capri¬ 
corn Books, 1970), and Russell Kirk, The Portable Conservative Reader 
(N.Y.: Penguin, 1982). 
30 
Viguerie, p. 207. 
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employees prompted the initial incursions by the federal government, 
a fact conveniently dismissed by conservative analyses. 
Political-Economy Critiques 
Attempts to link the methods and perspectives of political science 
and economics, for the purpose of analyzing society, can be traced back 
to Karl Marx. According to Chicote: 
Some might argue that economists should deal primarily with 
theories of imperialism and dependency, and political scientists 
with theories of the state and class, but I believe that all 
these concerns need to be assimilated by the political economist. 
The solution would seem to be the reconstitution of economics and 
political science into political economy. 32 
The merging of the two disciplines into political-economy has attracted 
the interest of liberal-pluralists who, though often alluding to the 
debt owed to this approach (in light of the clarity it has leant to 
understanding and interpreting history) flirt with analytical cate¬ 
gories associated with political-economy while maintaining a social 
vision that is ultimately loyal to a capitalist future. It is crucial 
to identify this propensity in liberal-pluralism as it has become 
intellectually fashionable to invoke the categories of analysis asso¬ 
ciated with more radical political-economy analysis while simulta¬ 
neously eschewing the conclusions and solutions advanced by the 
approach.^ 
Political-economy critiques of the health care system have 
■^Starr, pp. 235-289. 
■^Chilcote, p. 411. 
33 
This is most apparent in cost benefit analyses. 
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stressed the relationship between infrastructure and superstructure, 
that is between the larger social system and the specific institutional 
experience. Chilcote identifies dimensions of that method used by 
political economists, 'dialectics': 
Dialectics does not need to be intended as a set of universal laws 
that solve all problems and relate to all knowledge of past and 
present history. There is no precise formula for dialectical 
inquiry, but some guidelines might be employed. For example, 
always look for the interconnections of problems to all of 
society, but avoid dealing with problems in isolation. Always 
approach problems in a dynamic, not a static, way by examining 
their origin and evolution. Always identify opposing forces, 
their relationship and conflict. Always explain the relation of 
quantitative to qualitative changes and vice versa. Always ask 
if one aspect may be eliminated when it has eliminated or negated 
an opposing aspect or if a new aspect may supersede or include an 
old aspect. 34 
Most, but not all, political economists are Marxists. The differ¬ 
ences between Marxists and non-Marxists (essentially liberal-pluralists) 
are best described in the following manner: 
Marxism focuses on a class society in which some people privately 
own the means of production and appropriate the surplus of others, 
thus necessitating a fundamental division of labor between owners 
and workers. The interests and groupings of people are deter¬ 
mined by their relations to the process of production. ... In 
contrast, pluralists would state simply that the capitalists as an 
interest group might hold certain power relative to the proletar¬ 
iat as another interest group—a view that lacks analysis and 
explanation. Pluralism thus envisions power as a characteristic 
of groups in society, whereas Marxism seeks an overview of an 
entire society in which power is related to the development of a 
mode of production, ideology, class, and class struggle. 35 
The tremendous value of political economy as an approach to the 
study of health care systems is displayed in the work of Doyal, 
34 
Chilcote, p. 402. 
^Ibid. , p. 356. 
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Ehrenreich, and Navarro, each of whom attempts to critique the activ¬ 
ities of political actors and institutions alongside the dynamic of 
economic forces and political forms that directly influence and impact 
37 
the health care system. The following assumptions undergird politi¬ 
cal-economy analyses: 
1) health care is seen as a single institutional experience with¬ 
in the context of monopoly capitalist economies 
2) health care is viewed as a right to which all members of the 
society are entitled and primary responsibility for the provision 
of care should be assumed by the state 
3) the therapies and science of health care are considered valid 
and essentially neutral 
4) medical care is an instrument which, because it is controlled 
by the dominant class, is used in a discriminatory and capricious 
manner 
5) the essential concepts or units of analysis are 'class' and 
'state' 
6) the crisis is conceptualized as problems with access and 
equity; problems argued to be endemic to a capitalist economy; 
the solution is the complete transformation of the social struc¬ 
ture 38 
Despite its usefulness, political-economy has not been without 
its critics, most of whom have suggested that "because their studies 
are all polemical, a critique of their ideas on health would require a 
critique of the underlying ideological concepts from which they are 
^^The works of these authors have been cited. 
37 
Ehrenreich adds and emphasizes a cultural dimension that is not 




derived." Although Weller identifies the ideological dimensions of 
the several other approaches discussed in his paper, he emphasizes 
the significance of ideology to radical critiques and simultaneously 
understates the importance of ideological assumptions to other 
approaches. In Weller's analysis it appears that the worst methodolog¬ 
ical offense is one that advances 'ideas' lacking the dignity of main¬ 
stream assumptions. Yet, it has been the political economists, 
searching for greater clarity, who have seen and identified the limi- 
40 
tations of their analyses. In doing so they have accepted some 
aspects of the arguments advanced by Illich that demand a consideration 
of the cultural or social role of medicine as a vehicle for control and 
transmission of values and behavior. It is toward these cultural cri¬ 
tiques that more recent and widespread attention has been turned. Be¬ 
fore considering cultural critiques, it is important to summarize the 
thrust and value of political economy critiques of the health care 
system. 
The thematic focus of radical political economy critiques of the 
health care system has been on the class character of control of the 
system and the class basis of the allocation of services. Recognizing 
the political process as the mechanism for rationing health care ser- 
41 
vices and the private sector character of those services, radical 
39Weller, p. 41. 
40 
Doyal, pp. 11-46. 
41 
Doyal is particularly lucid in discussion of this issue. 
The social production of health, illness and medical care are 
viewed as shaped by the dynamic of capitalist development. 
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critiques have served to illuminate the sources of inequity and ineffi¬ 
ciency in a mannér that is overlooked by liberal-pluralists. That is, 
radical critiques have been conscientiously historical in their elabo¬ 
ration of the development of policies and institutions. As well, they 
have not hesitated to identify the symbiotic interests of the private 
and public sectors. Indeed, the marriage of the processes of the pub¬ 
lic sector and the interests of the private sector serves to secure 
and maintain income levels and profit margins for health practitioners 
and industries commensurate with the socially designated status of mem- 
42 
bers of the health profession. Thus, radical political economists 
reject the possibility of the resolution of the health care 'crisis' 
within the context of a capitalist society, arguing instead that the 
role of the state in capitalist society is to: 1) facilitate the needs 
of the ruling class, and 2) manage the potential for the rise of mean¬ 
ingful opposition. In contradistinction to their mainstream counter¬ 
parts, radical critiques accept as their opus the denunciation of the 
structure of the health care system as well as the political and 
economic system in which it operates. According to radical critiques, 
it is the political-economy, in its totality, that accounts for the 
disparities and crises. Doyal is explicit: "the crisis is ... a 
42sidel and Sidel, pp. 38-44; Burrow, AMA-Voice, p. 101; 
and Richard E. Brown, Rockefeller Medicine Men: MeHicine and 
Capitalism in America (Berkeley: University of California Press, 
1960). Indeed the health sector of the economy is one in which 
the 'laws' of capitalist economics do not work. An increase in the 
supply of practitioners, services, and new technologies does not 
result in a decrease in consumer costs. Through the organization 
of professional associations practitioners have been able to 
secure income levels and determine the costs of care in tertiary 
industries and service sectors. 
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very complex problem, and one which is deeply rooted in the nature of 
43 
capitalism as an economic and social system." Navarro and E’nrenreich 
agree that equity and efficiency are dimensions of the crisis of modern 
medicine but they expand their analysis to include sociological and 
economic aspects of the patient-practitioner relationship and the role 
of medicine as an institution, both phenomena that perpetuate existing 
inequalities and the larger social order. This dynamic is, in their 




John and Barbara Ehrenreich synthesized variants of radical cri¬ 
tiques of the medical system into what they call "a cultural critique 
of modern medicine." In their opinion the ". . . political economic 
critique challenges the poor distribution of an otherwise admirable 
service: the cultural critique disputes the value of the services 
45 
themselves." Indeed, they argue, the mystique of professionalism 
and science which surrounds medical practice serves explicitly polit¬ 
ical functions which are effectively masked by a research and public 
relations machine that produces propaganda impressive enough to have 
discouraged even radical critiques from appreciating the more critical 
managerial role that medical care plays in society. They sum up the 
41 
'Doyal, p. 11. 
44 
Cf. Navarro, Medicine Under Capitalism and Ehrenreich, Cultural Crisis. 
45_... , 
Ibid., p. 4. 
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contentions of their cultural critique by arguing that: 
. . . modem medical care, contrary to the assumptions of the more 
traditionally radical political economy critique, does not con¬ 
sist of the administration by doctors of a group of morally 
neutral, essentially benign and effective techniques for curing 
disease and reducing pain and suffering. The techniques them¬ 
selves are frequently useless and all too often actually physi¬ 
cally harmful. The "scientific" knowledge of the doctors is 
sometimes not knowledge at all, but rather social messages (e.g. , 
about the proper behavior of women) wrapped up in technical 
language. And above all, both the doctor-patient relationship and 
the entire structure of medical services are not mere technical 
relationships, but social relationships which express and rein¬ 
force (often in subtle ways) the social relations of the larger 
society: e.g., class, racial, sexual, and age hierarchy; indiv¬ 
idual isolation and passivity; and dependency on the social order 
itself in the resolution of both individual and social problems. 
46 
Illich considers the role of the health system within a similar frame¬ 
work. Dissatisfied with the breadth, focus, and implications of 
pluralist analyses that view social problems as manageable idiosyn- 
cracies of an otherwise acceptable social, political, and economic 
arrangement, Illich has suggested that health issues are fundamentally 
political and that the interrelationship between economic, political, 
and social variables demands that an analysis of the problems or limi¬ 
tations of the health system must necessarily include an analysis of 
the society in its totality. That is, the definitions and control of 
health and illness are politically determined and seldom a matter 
solely of technical conflicts, problems, or solutions. Illich argues 
that the medical system, with its attendant values, structures, and 
practices, cloaked in a reified legitimacy, encourages the most 
victimized populations to remain loyal consumers of practices and 
values that not only do not improve their well-being but which mystify 
46 
Ibid., p . 15. 
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illness in the language of expertise and impose practices which aggra¬ 
vate health or create new forms of illness in the interest of perpet¬ 
uating and managing relations of political and economic dominance. In 
1976 Ivan Illich published Medical Nemesis, a work that explosively 
critiques the modern medical paradigm. It was Illich's work that set 
the stage for subsequent debates on the relationship between advanced 
technology, health, and the usurpation of human freedom. Integrating 
questions of ethics, technique, and social structure, Illich systemat¬ 
ically demystified the dominant medical model, exposing it as one ex¬ 
pression of the relations of dominance in contemporary industrialized 
societies. Illich argued that: 
The medical establishment has become a major threat to health. 
The disabling impact of professional control over medicine has 
reached the proportions of an epidemic. . . . Discussion of the 
disease of medical progress has moved up on the agendas of medi¬ 
cal conferences, researchers concentrate on the sick-making 
powers of diagnosis and therapy, and reports on paradoxical 
damage caused by cures for sickness take up increasing space in 
medical dope-sheets. . . . Limits to professional health care are 
a rapidly growing political issue. In whose interest limits will 
work depend to a large extent on who takes the initiative in for¬ 
mulating the need for them: people organized for political action 
that challenges status-quo professional power, the health profes¬ 
sions intent on expanding their monopoly even further. 47 
It is Illich's emphasis on the social, political, structural, and 
ideological roles of medicine that distinguishes his work from earlier 
48 
critiques which tended to focus on access and policy issues. Illich 
^Illich, Nemesis, pp. xi-xii. 
48 Starr, pp. 235-289. 
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sees in medicine that which he also sees in other forms of profession¬ 
alization: the possibility for the expression of a genuinely organized 
opposition to social, political, and economic oppression. According to 
Illich: 
The crisis in medicine could allow the layman effectively to re¬ 
claim his own control over medical perception, classification, 
and decision-making. The laicization of the Aesculapian temple 
could lead to a delegitimizing of the basic religious tenets of 
modern medicine to which industrial societies, from the left to 
the right, now subscribe. The recovery from society-wide Iatro¬ 
genic disease is a political task, not a professional. It must 
be based on grassroots consensus about the balance between the 
civil liberty to heal and the civil right to equitable health 
care. 49 
While this position presumes that all health consumers are victimized 
by the system, it also recognizes the discrepancies between populations 
based on race, class, gender and age. Thus, this cultural critique of 
medicine views those who use the system the least, as well as those 
who use it the most to be similarly victimized by it, for obviously 
different reasons. 
Earlier and subsequent works elaborate or criticize many of the 
assumptions underlying Illich's work, opting for 'radical' or Marxist 
critiques of the practices of health systems in capitalist societies. 
Vicente Navarro accused Illich of being anti-technolgoical.^ Doyal, 
49 
Illich, Nemesis, pp. xii, xiv. 
"^The work of the Sidels considers the broad-based 
society-wide dimensions of this victimization while emphasizing the 
disproportional burden of victimization borne by specific populations. 
Wohl even considers the victimization of professionals, a consequence 
of corporate control of medicine. 
^Vicente Navarro, "The Industrialization of Fetishism or the 
Fetishism of Industrialization: A Critique of Ivan Illich," Inter¬ 
national Journal of Health Services, 5(1975): 351-371; Doyal, 
pp. 17-20. 
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in a similar vein, accused Illich of failing to appreciate the positive 
52 
contributions of medical science. While radical critiques have 
attempted to crystallize the class character of doctor-patient rela¬ 
tions and the commercialized, profit-oriented incentives that have 
fueled the prosperity, sanctity, and intrusiveness of what has come to 
be characterized as the "health system" in capitalist societies, they 
fail to take socialized medicine to task. The iatrogenic illnesses 
with which Illich is concerned (and which can be found in all social 
systems) are a function of the absence of worker control over medical 
practices, according to radicals and Marxists. 
As early as 1960 Richard E. Brown had provided a critique of the 
medical model in Rockefeller Medicine Men: Medicine and Capitalism in 
53 
America. Liberal apologists responded with studies of service deliv- 
54 
ery problems, and doctor-patient ratios. Not until Illich was the 
possibility that the health system generated illness systematically 
argued. Illich argued that the fetish of scientism and expertise did 
much to reshape political and human values in a manner that insured the 
perpetuation of professional hegemony and mass political impotence.'*"’ 
Ellen Frankfort introduced the issue of sexism into the dialogue 








Richard E. Brown, Rockefeller Medicine Men. 
Indeed, most studies of the health system fall within this frame- 
Illich, Nemesis. 
Ellen Frankfort, Vaginal Politics (N.Y.: Quadrangle Books, 1972): 
xvii. 
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"[i]n order for women to receive the best care, they must receive not 
only dignified, nonpatronizing, nonsexist care, but also medically 
sound care that takes into account the late.st scientific knowledge."57 
Convinced that "[i]n short, 'the people' know that the health system 
C O 
benefits doctors, drug companies, and the hospital supply houses," 
Frankfort suggested that increased access, the democratization of the 
benefits, and the otherwise wholehearted embrace of the very system 
Illich identifies as the cause of the problem constitute the appro¬ 
priate responses. Such simplistic arguments provoked radical and 
cultural counter arguments. 
The limitations of radical critiques became the focus of cultural 
critiques which insisted that the reductionist tendency of radical 
critiques, combined with a failure to explain the problems that plague 
health care systems in socialist societies, demands the expansion of 
the approach to include issues of culture and consciousness. 
Clearly, there is a tendency for cultural critiques to focus on 
the idiosyncratic experience of particular 'deprived' populations and 
to use the experience of exclusion from or exploitation by the health 
system as an indication of the primacy of cultural values toward 
women, toward the elderly, toward non-whites in shaping and executing 
policy. It is only when cultural critiques embrace political and 
economic analyses that the myopic and Hegelian emphasis on ideas can 
be compensated for. Cultural critiques do raise the issue of the 




Ibid., p. 150. 
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economy critiques which ignore cultural dimensions of the crisis. 
According to Paul Starr: 
There is, however, an entire class of -functions carried out by 
physicians in which patients are more or less forced to accept 
the doctors' cultural authority. For purposes of certification, 
patients often have no choice but to submit to professional 
examination. In their capacity as cultural authorities, doctors 
make authoritative judgments of what constitutes illness or in¬ 
sanity, evaluate the fitness of persons for jobs, assess the dis¬ 
ability of the injured, pronounce death, and even assess, after 
people have died, whether they were competent at the time they 
wrote their wills. These professional judgments carry implica¬ 
tions for courts, employers, and other social authorities . . . 
medical authority is a resource for social order as well as for 
the profession and its clients. 59 
Radical critiques acknowledge this social role of medicine and the 
value of approaches that highlight this dimension: 
It is vital for capitalism that the labour force should be repro¬ 
duced not just at the level of physical fitness and adequate num¬ 
bers, but also at an ideological level. This involves the prep¬ 
aration of individuals in a variety of ways for the part they will 
play in the social division of labour. It also involves the 
legitimation or justification of the existing mode of social and 
economic organization including the role of the state in society. 
In advanced capitalist societies, the family, the media, the edu¬ 
cation system and welfare institutions all play an important part 
in this process of shaping attitudes and beliefs. Within the 
broad category of welfare institutions, health care systems func¬ 
tion as particularly powerful agencies of socialization and social 
control. 6Q 
However, Starr insists on combining methodologies: 
The problem of professional sovereignty calls for an approach that 
encompasses both culture and institutions. Consequently, this 
study goes back and forth between consciousness and organization 
in attempting to understand both the growth of the cultural 
authority of the medical profession and the conversion of that 
authority into the control of markets, organizations, and govern¬ 
mental policy. This is not to put either cultural analysis or 
political economy ahead of the other. For it is not possible, as 








profession, in the face of all the other.political and economic 
forces at work in health care, without reference to its cultural 
authority. Nor is it possible to understand the rise of its cul¬ 
tural authority without reference to underlying changes in mate¬ 
rial life and social organization. 61 
Cultural critiques thus represent a response to the limitations of 
other approaches, as stated previously. The assumptions that inform 
cultural critiques distinguish them from the two approaches discussed 
thus far: 
1) science and therapeutics are not neutral; they are culturally 
defined and explicitly political, reflecting the values, political 
agenda, and organization of production in the society 
2) medicine and other forms of healing are instruments of social 
and political control 
3) the practitioner-patient relationship duplicates and perpetu¬ 
ates relations of dominance that pervade the larger social milieu 
and 
4) the state's function varies with regard to which class holds 
the reigns of power, but in most contexts serves to strip citizens 
of their autonomy in medical, political, and social arenas 
The 'Problem' of the Social Democrats 
This attempt to classify the literature by thematic focus and 
approach encountered one conceptual difficulty—that of the social 
democrats. Characteristic of social democratic analyses is the mar¬ 
riage of liberal-pluralism with radical political economy analyses. 
Apparent in social democratic critiques is an underlying belief in 
liberalism's avowed commitment to justice. For instance, the Ehren- 
6 2 
reichs (who are practicing Social Democrats) characterize their 
61Starr, pp. 8-9. 
6^Barbara Ehrenreich is an officer in the Democratic Socialists 
of America (DSA). 
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critique of the health care system as a cultural critique although it 
6 3 
embodies features of political economy critiques. This is equally 
64 
true of the Sidels. Even David Mechanic ,compromises the more radical 
dimensions of political-economy with the social perspective of liberal- 
pluralism. In Mechanic's work liberalism is divorced from its economic 
base in an intellectual and epistemological leap of faith from the 
radical political economy analysis (with its emphasis on class and the 
unequal distribution of wealth) to arguments which presume a capacity 
65 
to compete effectively in "pressure group politics." There is a 
somewhat superficial appreciation of the connection between liberal 
politics and capitalist economics in social democratic critiques of the 
health care system. The failure to connect base and superstructure 
produces radical-sounding critiques based in an explicitly liberal 
agenda. Consequently, the Ehrenreichs and Sidels can identify class 
contradictions in the structure of the health care system and call for 
a redistribution of wealth as a means of ameliorating the health care 
crisis. However, this redistribution can be, in their estimation, 
This includes reference to the need to radically alter the 
existing economic arrangement before any fundamental changes can be 
actualized in the health care system. Ehrenreich, pp. 23-30. 
64 
In their conclusion these authors speak of the need for fundamen¬ 
tal structural change in the society as a pre-condition to equitable 
care. Indeed, their recommendations for the restructuring of the 
health care system could only be actualized in a radically altered 
social system. It becomes difficult, in light of the statistics they 
provide on the existing inequalities present in the health care system 
as well as their proposals for change to understand how they can in¬ 
sist that "[w]e are already . . . closer to an equitable, caring, 
workable system in the United States than those who oppose it would 
have us believe." Sidel and Sidel, p. 294. 
^ -’Mechanic. 
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accomplished through the liberal electoral process, a process they 
view as more malleable than the economic system that is the source of 
the crisis. A wavering ambivalence is evidenced by the Sidels' intro¬ 
duction to their study of the crisis in the United States' medical 
care : 
Lest the goal of equity and justice seem absurd in a competitive, 
individualistic society such as the United States, it should be 
pointed out that the idea of equity is deeply ingrained in our 
society. He would argue that there is a fundamental egalitarian 
antielitist stream which runs through American history, which can 
be developed and fostered. Its most obvious manifestation is in 
the "one man, one vote" concept. 66 
These criticisms of the limitations and problems of social demo¬ 
cratic critics are similar to those made of the work of Illich by 
Vicente Navarro and Lesley Doyal. Doyal and Navarro accuse Illich of 
fetishizing anti-industrialism and thus failing to appreciate the con¬ 
tributions industrialization (particularly new developments in medical 
technology) has made to improving the lot of humankind. Additionally, 
Illich is criticized for failing to consider the economic dimensions of 
67 
health care. 
There is, in the work of social democrats, an apparent belief in 
the egalitarian spirit of the American masses, upon whom social demo¬ 
crats ultimately depend to transform the social system. What 
66sidel and Sidel, p. xxvi. 
^Vicente Navarro, "Industrialization of Fetishism," pp. 351-371. 
In my estimation, these criticisms of Illich fail to take into consideration 
the concerns raised by Illich, relative to the organization of economic 
systems, addressed in Tools of Conviviality. Additionally, such 
criticisms ignore the fact that Illich's critique is a response to the 
failed promises of economic reorganization, with regard to developing 
convivial tools and forms of social organization. 
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distinguishes social democrats from radical political economists is not 
simply the former's fanciful use of Marxist categories but their re¬ 
fusal to view social reality as tension-laden and therefore hardly 
amenable to the procedural pleasantries of liberal democracy or elec¬ 
toral politics. Radical political economists do not expect a neat tran¬ 
sition to a more equitable society, nor do they view the processes of 
government as distinct from the economic system. Shifts in conscious¬ 
ness and habit are possible and meaningful to radical critics only in 
the context of a radically altered political and economic system. 
In this chapter I have presented a characterization and critique 
of the various approaches used to conceptualize the crisis in the 
health care system. It would seem that the most accurate approach 
would involve a combination of political economy and cultural critiques; 
however, the only attempts to do so have ended up eschewing the radical 
moment in political economy approaches. While political and economic 
analyses confront the structural and institutional bases of the 'crisis 
in health care', the cultural critique demands a reconsideration of the 
epistemological premises of what passes for medical science as well as 
the social basis and role of medicine. No doubt the methodological and 
conceptual difficulties of developing a synthesis of the materialist 
disposition of the political economy critique with the more Hegelian- 
idealist assumptions that undergird the cultural critique partially 
explains the lack of a successful synthesis. However, the complexity 
of such a synthesis is somewhat overstated as I will attempt to demon¬ 
strate in the following chapters by using such a combined approach to 
analyze the rise of medical professionalism and the state and the im¬ 
pact of both upon medical modalities considered to be unorthodox. 
CHAPTER THREE 
The Struggle for Therapeutic, Political, 
Economic, and Cultural Hegemony 
Those features that distinguish the modem state from earlier, 
more embryonic formations include its expanded size'*' and the consoli¬ 
dation of bureaucratic, political, economic, and cultural institutions 
that serve to legitimate and perpetuate the state in its essential 
form. While it is clear that every state is organized to serve the 
interests of those who are already in power, a more subtle function of 
the state in a bourgeois democracy is to make palatable the hierarchy 
of extant social relations to those persons who benefit the least from 
that arrangement. In this chapter I hope to demonstrate how the struc¬ 
ture and practice of medicine have paralleled, contributed to, and bene- 
fitted from the state's consolidation and expansion. Consequently, 
the marginalization and outlawing of therapeutic alternatives perceived 
to be a threat to one or all of the social functions of medicine has 
been an essential part of the rise of modern medicine. That is, one 
This includes an increase in the number of eligible voters who 
are competing for a percentage of the increased revenues collected by 
the state to be allocated by a much larger bureaucracy functioning 
within the parameters of an increased set of legislative acts and ad¬ 
ministrative rules governing such allocations. See Arthur Levin, M.D., 
ed., Regulating Health Care: The Struggle for Control (N.Y.: The 
Academy of Political Science, 1980) for a collection of essays that 
thoroughly discusses the magnitude and implications of governmental 
involvement in health issues. 
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must differentiate between the protective role the state claims for it¬ 
self on behalf of its member-citizens, and its function as a vehicle 
for repression of critical challenges to its legitimacy as well as the 
2 
legitimacy of its secondary institutions. In the area of medicine, 
both functions are carried out through regulation and licensure of the 
profession in the legislative arena. Regulation and licensure can only 
be achieved when there has been a standardization of knowledge. That 
is, colleagues must agree upon what constitute acceptable measures and 
levels of competencies. Much of the history of medicine can be viewed 
as the quest for a rationally-based monopoly of knowledge and tech¬ 
niques. This chapter will look at how that monopoly was achieved 
through 1) standardization of medical school curriculum, 2) formation 
of exclusive professional organizations, and 3) control over licensure 
and regulation.^ 
History of American Medicine: Methodological Considerations 
Medical histories, generally, are chronologies of personalities, 
2 
According to Sylvia Tesh, p. 232, "... there is an 
inextricable link between political ideology and notions of disease 
causality." Tesh demonstrates the link between corporate receptivity 
to theories of disease and the need for industrial laborers. James H 
Cassedy, American Medicine and Statistical Thinking, 1800-1860 (Cam¬ 
bridge, Mass.: Harvard University Press, 1984): 93-145. In this 
particular study the author shows how the deficiencies of a paradigm 
cause practitioners to be ever more protectionist and unreceptive to 
criticism, particularly in the fact of challenges from more effective 
therapies. 
•^Starr, pp. 44-46. Cf. Roy Wallis and Peter Morley, Marginal 
Medicine (London: Peter Owen, 1976): 12. 
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practitioners, significant events, and eras relevant to medical prac- 
4 
tice. Medical historians portray the orderly progression of medicine 
from suspect and harmful, but well-meaning, healing practices to what 
is viewed as the modern paragon of healing—allopathic or rational medi¬ 
cine.^ Such chronologies are pregnant with first discoveries and dis¬ 
coverers as well as an encyclopedic reference to etymological and sym¬ 
bolic origins of therapeutic concepts and practices with a particular 
focus on the novel relevance of cultural idiosyncracies to trends and 
tendencies.^ Critically absent from medical history is discussion of 
the influence of political ideas on the institutional forms that thera¬ 
pies assume.^ The wholesale acceptance of the 'science' of rational 
The volume of the literature is extensive. Several works were 
helpful to this study: Charles Nicoll Bancker, Imhotep to Harvey: 
Backgrounds of Medical History (Boston: Milford House, 1973); William 
G. Rothstein, American Physicians in The Nineteenth Century: From 
Sects to Science (Baltimore: Johns Hopkins University Press, 1972); 
Ann Novotny and Carter Smith, eds., Images of Healing: A Portfolio of 
American Medical and Pharmaceutical Practices in the 18th, 19th, and 
Early 20th Centuries (N.Y.: MacMillan, 1980); Richard Harrison Shry- 
cock, Medicine in America-Historical Essays (Baltimore, Md.: Johns 
Hopkins Press, 1966); Howard Wilcox Haggard, Devils, Drugs and Doctors: 
The Story of the Science of Healing From Medicine Han to Doctor (N.Y.: 
Harper & Brothers, 1929); John Gordon Freymann, The American Health 
Care System: Its Genesis and Trajectory (N.Y.: Medcom Press, 1974); 
Logon Clendening, Sourcebook of Medical History (N.Y.: Dover Pub¬ 
lishers, Inc., 1960); and Edward Berdoe, The Origin and Growth of the 
Healing Art: A Popular History of Medicine in All Ages and Countries 
(London: Swan, Sonnenschein, 1893). 
Rothstein, ibid., pp. 125-151, and Haggard, ibid., p. 353. 
^Gerhard Venzmer, Five Thousand Years of Medicine, translated by 
Marion Koenig (N.Y.: Traplinger, 1972). This work also discusses the 
shift in the basis of medical knowledge from being concentrated among 
the priest classes in all cultures to the secularization of that know¬ 
ledge which occurred simultaneously with the demise of divine and here¬ 
ditary rule and politics and the rise of rationalism as a method of 
analyzing social and scientific phenomena. 
^Ivan Illich and John Ehrenreich argue that these forms buttress 
the economic and political forms. Cf. works cited. 
60 
medicine has led medical historians to exclude a considerable portion 
of medical history by failing to discuss opposing medical theories and 
movements, or to discuss them in a biased manner. Perhaps this is be¬ 
cause to acknowledge the presence and pervasiveness of such influences 
and theories would raise questions about therapeutic monopoly imputed 
to be based primarily, if not solely, on rational and scientific con¬ 
siderations. According to Coulter: 
Clearly the medical historians of recent decades have sympathized 
with the Rationalist view, focussing on the development of know¬ 
ledge in the auxilliary sciences. The systems of past medical 
thinkers are broken down into their components, and the value or 
relevance of these components is judged by their applicability to 
medicine in the twentieth century. To discuss the therapeutics of 
a medical thinker of the past has been regarded as almost inde¬ 
cent. Past practice is seen to embody faulty and defective proce¬ 
dures based upon faulty and defective knowledge, and its history 
is thus assumed to be the history of error. Far better, it is 
thought, to discover the germ of "scientific" truth in the older 
doctrines and draw a veil over the "unscientific" and often 
positively harmful practice. 8 
Pointing out how such an approach suffers from several critical limita¬ 
tions and deficiencies (slighting of other methodologies, uncritical 
acceptance of debatable assumptions of the governing medical model, 
etc.) Coulter provides the first comprehensive history of medical ideas 
and the controversies that surrounded them. The last of his three- 
volume history aims: 
... to bring out some of the social and economic—even political 
—determinants of medical thought, showing how the exigencies of 
medical practice in a given socio-economic context affect the 
physician's attitude toward medical and therapeutic doctrines. By 
introducing this socio-economic dimension we hope to cast light on 
the dynamics of change in therapeutic doctrines, permitting an 
analysis of the non-medical determinants of medical thought and 
g 
Harris L. Coulter, Divided Legacy, A History of the Schism in 
Medical Thought, Volume I: The Patterns Emerge-Hippocrates to Para- 
celsus (Washington, D.C.: Wehawken Book Co., 1975): xix. 
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thus making possible the elaboration of social policies to correct 
therapeutic doctrines when they have become distorted, exaggerated, 
and unscientific. 9 
What Coulter ultimately demonstrates is tha't "the search for a scien¬ 
tific therapeutics is inhibited by the social and economic forces 
affecting medical practice and the medical profession.Commenting 
on "Hindrances to the Progress of Research" one author notes that 
scientists : 
. . . will gain social reward and approval by doing research that 
has results other people will approve of; you will not gain it by 
doing research that calls into question some important, even if 
implicit, belief . . . what serves to advance a scientist's 
career is the number of papers he has published, and scientists 
are thus under pressure to maximize this number with little re¬ 
gard for their content or quality; and . . . papers that produce 
socially acceptable results are likely to meet with more social 
regard than those that do not, regardless of their technical 
qualities as pieces of work. 11 
That historical interpretations reflect the biases and prejudices 
of historians is hardly a new or insightful assertion. However, it is 
particularly important to begin a discussion of botanical therapeutics 
and its history with a reminder of such biases in the realm of science, 
an arena of knowledge which is often insulated from such criticisms by 
the shadow of objectivity and methodological purity it has intention¬ 
ally cast over itself. While the tendency of the natural scientist is 
to understate and obscure historical and political influences on 
science, the tendency of political and other social scientists is to 
either leave science to the scientists or to net political analyses 
Q 
Coulter, Divided Legacy, vol. 1, pp. xii-xxii. 
10.,., 
Ibid., p. xxvxi. 
^Celia Green, "Hindrances to the Progress of Medical and Scientif¬ 
ic Research" in Robert Lanza, M.D., ed., Medical Science and The Ad¬ 
vancement of World Health (N.Y.: Praeger Special Studies, 1985): 101. 
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with layers of methodological logic uncritically borrowed from the 
natural sciences and instrumentally applied to "substantive, empirical 
12 
research." It is important to note that the conceptual biases of 
those who have produced the bulk of the literature on medical history 
have played a critical role in the distortion of the history of so- 
called "unorthodox" therapeutics, a category to which botanical medi¬ 
cine and naturopathy belong. Contrary to orthodox interpretations of 
medical history and science, distortion is not a function of methodo¬ 
logical limitations inherent in historical studies but rather part and 
parcel of a systematic attempt to shape, justify, and impose a form of 
therapeutics most amenable to the emerging 20th century social matrix. 
The other side of the disparaging treatment afforded practitioners 
and therapeutic approaches outside of the hegemonic paradigm is his¬ 
torical invisibility. This is particularly problematic when the pri¬ 
mary subject of an inquiry is systematically deleted from historical 
records. This is the case for naturopathy generally, and for naturo- 
13 
pathy in the State of Georiga specifically. The uninformative quality 
John G. Gunnell, Philosophy, Science, and Political Inquiry 
(Morrison, N.J.: General Learning Press, 1975): 26-27. 
13 
The two documents I was able to find that discussed the history of 
medicine in Georgia did not deal with naturopathy at all. Gerald Lee 
Cates, "A Medical History of Georgia: The First Hundred Years, 1733- 
1833," Ph.D. Thesis, University of Georgia (Athens: [s.n.], 1976), and 
Charles Stephen Gurr, "Social Leadership and the Medical Profession in 
Antebellum Georgia," Ph.D. Thesis, University of Georgia (Athens: [s.n.], 
1973). I spoke to the librarian of the National College of Naturo¬ 
pathic Medicine in Portland, Oregon and he informed me that no compre¬ 
hensive history of naturopathy in the United States has been written. 
The following three publications, in addition to Coulter's three volume 
history of medicine, were helpful: National College of Naturopathic 
Medicine, "Naturopathic Medicine," (Portland, Oregon, Nov. 1982); On¬ 
tario College of Naturopathic Medicine, "A Short History of Naturo¬ 
pathic Medicine," (Kitchener, Ontario [s.n.]); and Peter N. Spelio, 
Naturopathy-Yesterday, Today and Tomorrow 1st ed. (1948). 
63 
of Georgia's legislative record made the interview process critical to 
understanding and reconstructing the history of naturopathy in the 
State. However, that history is best understood in a framework which 
considers the history of allopathic medicine and therapeutic challenges, 
of which naturopathy is but one. The response of allopathic medicine 
to such challenges should provide the reader with an understanding of 
political, economic, socio-cultural and therapeutic dynamics and forces 
that came together in 1983 in the form of a bill introduced in the 
General Assembly of the State of Georgia, the effect of which, if en¬ 
acted, would have been to prevent naturopaths from practicing in 
„ . 14 
Georgia. 
Origins of Medicine 
The history of medicine actually begins in Africa. It was in 
Egypt, five thousand years ago, that the first known recordings of a 
systematic approach to "alleviating pain and healing the body" were 
made. According to Finch: 
A study of ancient Egyptian diagnostic methods reads disconcert¬ 
ingly like a modem textbook on physical diagnosis. A physician 
summoned to examine a patient would begin with a careful appraisal 
of the patient's general appearance. This would be followed by a 
series of questions to elicit a description of the complaint. The 
color of the face and eyes, the quality of nasal secretions, the 
presence of perspiration, the stiffness of the limbs or abdomen, 
and the condition of the skin were all carefully noted. The phy¬ 
sician was also at pains to take cognizance of the smell of the 
body, sweat, breath, and wounds. The urine and feces were in¬ 
spected, the pulse palpated and measured, and the abdomen, 
swellings, and wounds probed and palpated. 15 
Naturopaths no longer openly practice in the state as a conse¬ 
quence of police intimidation and court decisions which ruled that their 
right to practice was an issue to be settled in the state legislature. 
"^Charles S. Finch, "The African Background of Medical Science" in 
Ivan Van Sertima, Blacks In Science (New Brunswick: Transaction Books, 
1983): 141. 
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Early cave drawings indicate that people had been experimenting with 
remedying imbalances and restoring homeostasis since the dawn of exis¬ 
tence. However, the Ebers, Smith, and Kahon papyri point to the ori- 
16 
gins of western medicine in Africa. Hippocrates and other Greek 
healers studied in Africa and thus inherited a medical corpus that 
emphasized the use of botanicals, a 'wholistic' approach to the treat¬ 
ment of disease, a code of ethics, and a notion of being that presumed 
illness to be a manifestation of the imbalances in one's life. These 
notions and approaches were subsequently incorporated into 19th century 
botanical praxis in Europe and America. The use of herbs, light, 
water, heat, diet, and cleansing or fasting (all of which techniques 
characterize naturopathy) was incorporated into Greek medical knowledge 
and subsequent European therapeutics. It was Dr. Benedict Lust who, 
after studying with the nature cure physicians of Europe and having 
emigrated from Germany to America in 1892, is considered the "Father of 
American Naturopathy." Lust established "what could be considered the 
first 'Health Food Store' or Kneipp store as it was known, in 1968." 
But : 
The Kneipp convention of 1901 marked what could be termed the 
"birth of naturopathy", whereby it was agreed that the practice 
embraced all known means of natural therapeutics, including diet, 
homeopathy, exercise, and counselling. "Naturopathy" was a term 
first used by Dr. John Scheel, a German homeopath practising the 
methods of Kneipp and Kuhn at his Sanitarium in Badekur in New 
York. Under the leadership of Scheel, the Naturopathic Society 
of America was formed in 1902. 
Ibid., pp. 146-149. References to the African origin of western 
medicine, when acknowledged at all, are made reluctantly because of the 
allegedly occult and mystical nature of African medicine. Yet Illich, 
Nemesis, and Mendelson, Confessions, both refer to allophatic medicine 
as the 'new church' and practitioners as the 'priests' arguing that much 
of medical science is, in fact, magic. 
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Conventions were held, professional and lay journals were produced^ and 
graduates of schools were licensed into practice.^ 
Despite early attempts to concentrate 'medical knowledge in the 
priest class, subsistence forms of social organization precluded monop¬ 
olization of knowledge of botanical therapeutics. As Starr notes, this 
was true of 18th and 19th century America: 
Many Americans who already had a rationalist, activist orientation 
to disease refused to accept physicians as authoritative. They 
believed that common sense and native intelligence could deal as 
effectively with most problems of health and illness. 18 
In addition to this 'populist' stance relative to specialized know¬ 
ledge, there were ideological and economic considerations that frus¬ 
trated attempts to narrow the range and number of practitioners and the 
parameters of medicine: 
In America in particular, the legitimacy of practitioners had been 
limited by a laissez-faire attitude hostile to restriction on com¬ 
petition in medicine as elsewhere, an anti-intellectualism which 
did not credit doctors with any extensive esoteric knowledge and 
skills, and a tolerance for medical sects analogous to the con¬ 
stitutionally expressed tolerance for religious sects. These fac¬ 
tors inhibited the recognition by the public of any unique claim 
to medical competence and authority by physicians. 19 
Emerging political ideas regarding the worth of commoners and common 
sense served as cultural barriers to the professionalization of know¬ 
ledge. Cassedy emphasizes this point: 
California was the first state to pass legislation governing 
naturopathy in 1909. "In 1929, legislation was won in Washington, D.C., 
and by 1953, twenty-three states and four provinces had legislated and 
recognized the profession." Ontario Naturopathic Association, "A Short 
History of Naturopathic Medicine," n.d. For the relevant statutory 
definition in Georgia see Georgia Code Annotated, Section 43-34-1. 
^•®Starr, p. 17. 
19 Wallis and Morley, p. 13. 
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The pluralistic countercultural medicine that emerged in the 1820s 
and 1830s was . . . solidly based in democratic precepts. It 
stood for such things as broader health education and better medi¬ 
cal attention for all citizens, for the abolition of medical 
privilege, and for the freedom to choose from among competing 
medical sects. . . . The access to medical care of one sort or 
another was one of the basic expectations of Americans. 20 
Nineteenth century conflicts in political ideologies reflected class 
differences in the new union; and geographic isolation, of ten expressed 
as regional rivalism, encouraged independence and self-sufficiency: 
The Industrial Revolution rapidly transformed both the demand for 
effective medical treatment and the ability of the profession to 
provide it. A major concomitant of the Industrial Revolution was 
greater mobility, both geographical, with the drift toward the 
urban areas, and social, as individuals moved between one status 
group and another. Geographical mobility and urbanization broke 
down the links of individuals with a stable traditional community 
and therefore with traditional ideas concerning their appropriate 
lot in life. Industrialization led to social mobility through 
the enormous expansion of the middle class. ... 21 
This was facilitated in no small way by the expansion of the franchise 
(through reduction and eventually the elimination of property require¬ 
ments for voting and the passage of the Civil War amendments which 
granted citizenship and the franchise to Afro-American males) and the 
development of political parties which appealed to class and regional 
sentiments. Sectional conflicts also reflected differences in forms 
of production—plantation south, small farm and industrial north and 
mid-west. In the plantation south these forms of production overlapped 
with cultural values which remained traditionalist and conversative in 
their political and therapeutic views until the demands of production 
called for the introduction of techniques that could maximize, or at 
20 
Cassedy, pp. 94-95. 
2]Wallis and Morley, p. 11. 
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least equalize, the south's competitive stance relative to the north. 
In the arena of medical therapeutics this was reflected in plantation 
owners' willingness to allow slaves to use "traditional herbal medicine. 
This was not the consequence of a general regard for the efficacy of 
such forms of medical intervention as it was of concern for minimizing 
the cost of upkeep of slave labor. Concern for maximizing the breeding 
capacity of female slaves encouraged plantation owners to provide an 
experimental population for the emerging drug-oriented allopathic 
22 
therapy of the mid and late 19th century. Indeed, at a time when 
allopathic practitioners were organizing to narrow the population of 
'legitimate' medical practitioners by excluding irregulars, women, and 
non-whites, the irregulars created medical associations that opened 
membership "without exception on account of color." According to 
Coulter: 
. . . the American Institute of Homeopathy devoted its 1869 
meeting to thé role of the woman in medicine; at this time it 
resolved to admit female physicians to membership. . . . 
Homeopathy . . . was identified in the public mind with the 
causes of Negro and female emancipation and with Republicanism 
in politics. This doctrine served to hinder the doctrine's 
advance in the South for a few more years but contributed to 
its increasing popularity in the north. 23 
Finally, according to Starr, "... the medical profession itself had 
little unity and was unable to assert any collective authority over its 
English and Ehrenreich, p. 125. Mendelsohn documents 
one graphic case of Anarcha, a female slave damaged by Dr. J. Marion 
Sims. Sims used Anarcha to perfect an operation that would correct the 
damage he had done, salvage Anarcha as a breeder-slave, and insure his 
recognition as the "father of American gynecology." Mendelsohn, Male 
Practice, pp. 33-34. 
23 
Coulter, Divided Legacy, vol. 3, pp. 292, 296-297. 
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own members, who held diverse and incompatible views." These vari¬ 
ables combined to frustrate the consolidation of a national political 
vision and to encourage and perpetuate the pervasive hostility toward 
any forms of centralized authority and monopolized knowledge. 
In the mid-nineteenth century, as the structure of society began 
to change from an agrarian, family-centered form to an industrial, 
factory-centered one, the responsibility for medical care and know- 
25 
ledge of healing techniques shifted from women to doctors, and from 
26 
laypersons to professionals. The shift encountered tremendous resis¬ 
tance in the form of a health movement comprised of Thomsonians, 
Eclectics, Homeopaths, hygienists, and empirics. The common thread 
that connected these various movements was a unified objection to the 
heroic treatments of allopathic or 'regular' practitioners. Cassedy 
indicates that "... during the period before the Civil War irregular 
practitioners were collectively vigorous. As creative elements in the 
medical scene, they effectively challenged the status quo by providing 
Americans with a wide range of therapeutic choices." This "medical 
counter culture" included: 
. . . physicians frustrated by the crudeness and ineffectiveness 
of regular therapies, along with a variety of individuals whose 
passion for abolition, Sunday schools, penal reform, or some other 
social goal somehow spilled over into medical reform. It included 
many who, having been swept up by the idea of educating the democ¬ 
racy, found that improving the people's knowledge of hygiene was 
as essential as other kinds of instruction. It incorporated some 
24 
Starr, p. 17. 
25 
Barbara Ehrenreich and Deirdre English, pp. 86-89. 
26 
Starr, pp. 47-59. 
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who were being influenced in one way or another by revolutionary 
concepts in health care, as well as in politics, economics and 
social ideas from abroad. A number of the members of the counter¬ 
culture were middle- or upper-class intellectuals who were swayed 
by the Romantic outlook which gave the individual as much respon¬ 
sibility for his own health as for his spiritual and intellectual 
destiny. A much larger proportion was composed of humbler folks— 
antimonopoly democrats, antirent agrarians, and others who re¬ 
sented accumulations of wealth, privilege, or authority, whether 
manifested in physicians or in lawyers, bankers or clergymen. 27 
Thomsonianism, Eclecticism, and even the public health movement re¬ 
flected the "millennial spirit" of the age of Jacksonian democracy. It 
was during this age that industrial and economic development and expan¬ 
sion would provide the basis for the emergence of the fledgling demo¬ 
cratic disposition of the masses only to eventually clash with that 
disposition. This was manifest in the dissension that surrounded 
theories of disease. For instance: 
. . . the contagion hypothesis was both political and economic: 
contagionism demanded quarantine to control disease, and in the 
nineteenth century . . . quarantine became a critical political 
issue. ... By the turn of the nineteenth century . . . the 
Industrial Revolution was in full swing. The Enclosure Acts had 
forced thousands of farming families into the cities where they 
took up new work in burgeoning factories. For the new class of 
entrepreneurs and laborers building the new industrial society, 
quarantine spelled disaster . . . consequently disease causality 
ceased to be primarily a medical issue. . . . Contagionism meant 
closing ports. Hence the theory was opposed not only by the new 
industrialists, but by a vociferous group of politically liberal 
physicians who argued against contagionism on economic and poli¬ 
tical grounds. . . . Thus, a major reason for the suppression 
... of the contagionist theory of disease causality was the 
ability of anticontagionists to connect it to a seemingly threat¬ 
ening economic policy and an outmoded political philosophy. 28 
Tesh demonstrates howT supernatural, personal behavior, and atmospheric 
theories of disease encompassed specific political postures. In the 
case of supernatural theory, which viewed disease as divine punishment 
27 
Cassedy, p. 93. 
28Tesh, pp. 327-328. Tesh is speaking specifically about Britain. 
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for the transgression of God's laws, there is the projection of an 
29 
authoritarian notion of how society should be organized. Personal 
behavior theory of disease was explicitly class-bound, advocating 
transformation of one's personal habits as the key to gaining and re¬ 
taining health. Personal behavior theorists encouraged a 'natural 
life' which "meant middle-class life: temperate behavior, controlled 
emotions, no hard physical labor, and the possession of enough money to 
30 
allow for economic choices." As Tesh notes: 
Apparently personal-behavior theorists either believed firmly in 
the eventual triumph of economic democracy through industrializa¬ 
tion, or they didn't notice the poor. ... To propose that health 
could be secured only through middle-class life signified, in the 
absence of a call for economic reform, that the social order was 
good and right and that all people, if they wanted to, could rise 
up from poverty and live as comfortable and healthfully as they 
chose. 31 
Finally, atmospheric or miasma theories insisted that disease was en¬ 
vironmentally caused. While acceptance of the theory provided incentive 
for laws regarding sanitation, that acceptance, according to Tesh did 
not come 
. . . as a result of a sudden public demand for a single theory of 
disease, nor from some set of indisputable medical facts raising 
miasma theory above other hypotheses. It occurred primarily be¬ 
cause the alternative seemed to be contagionism—and quarantine. 
In the absence of scientific agreement, political and economic 
considerations settled the issue. Consequently, the passage of 
the Act [Public Health Act of 1848] was not a scientific victory 
but a class victory. 32 
29Ibid., p.328. 
3°Ibid., p. 334. 
31 
Ibid. 
32Ibid., p. 338 Tesh then proceeds to explain how it was 
that industrialists were more receptive to the costs associated with a 
public health measure like sanitation than to a similar measure in the 
form of a quarantine. 
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Nineteenth century health'reformers emerged in what some histo¬ 
rians refer to as the romantic period of American history; a period 
which also witnessed a religious revivalism similar to the widespread 
fascination with non-western mysticism and metaphysics that can be 
correlated with the rise of many of the contemporary alternative health 
care movements. Even the preponderance of middle-class activists and 
liberals who people the contemporary alternative health care movement 
33 
is reminiscent of the 19th century health reform movement. Thomson- 
ians, empirics, hygienists, and homeopaths emerged coincident to 
popular-based political movements such as abolitionism, utopian social¬ 
ism, and feminism, much in the same way that contemporary alternative 
health modalities rose on the heels of the Civil Rights and women's 
movements of the 1950s and 1960s. Both periods are characterized by 
mass-based skepticism of existing institutions of authority and rejec¬ 
tion of cultural norms grounded in the scientific rationalism that 
undergirds the medical profession. The contemporary crisis of insti¬ 
tutional legitimacy can be traced to rapid economic changes, another 
expansion of the franchise through the Voting Rights Act, and a re¬ 
newed willingness on the part of the American state to intervene on be¬ 
half of various sectors of the population to insure the stability of 
the state by subsidizing industry, thereby minimizing investment risk 
factors; and subsidizing the poor, thereby minimizing the possibility of 
-Berliner and Salmon, 
p. 10. 
pp. 31-52; Crawford, "You Are Dangerous," 
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widespread social upheaval. 
So widespread and formidable was the threat and challenge of the 
19th century health reform movement that ’regulars' (allopaths) began 
to develop a systematic response to the Thomsonians, Eclectics, and 
homeopaths, whose strength lay in the fact that "they provided medicine 
for the lower classes in the cities, and for the farmers and frontiers¬ 
man" at minimal cost, while avoiding the heroic and life-threatening 
techniques (bloodletting, plastering, calomel) that typified allopathic 
35 
treatments during this period. The regulars used three methods to 
consolidate their hegemony: 1) standardization of medical school cur¬ 
riculum, 2) formation of exclusive professional organizations, and 3) 
control over licensure and regulation of the profession. We will 
briefly discuss the history and use of these methods in the 19th and 
World War II brought more women and people of color into the 
workforce and the victory of the Allied Powers realigned the forces of 
economic and political power in the world. The period of post-war 
prosperity revitalized Keynesian economics and New Deal politics. The 
labor movement forced industry and government to make concessions in all 
areas of workers rights, i.e., improved wages, working conditions, 
hours, fringe benefits, and 'safety net programs' like Social Security, 
Medicaid and Medicare. This state of affairs is referred to as "the 
crisis of liberal democratic capitalism." See Samuel Bowles and Herbert 
Gintis, "The Crisis of Liberal Democratic Capitalism: The Case of the 
United States," Politics and Society 11(1982): 51-93. 
35 
Coulter, Legacy, vol. 3, p. 94. The eclectics are the fore¬ 
runners of contemporary naturopaths. So effective has been the profes¬ 
sional hegemony of allopaths that knowledge of the existence and prac¬ 
tices of other healers has been relegated marginal status in history 
books. Speaking of the 19th century, Coulter insists: "The terrible 
health conditions of the cities, with their typhus, tuberculosis, and 
cholera, and of the countryside with its typhus, malaria, and cholera, 
during this period are, of course, largely responsible for this sick¬ 
ness and suffering. But the medical profession must also take its share 
of the blame—on the one hand for its failure to puruse an active search 
for safe and effective remedies and, on the other, for its unbelievable 
maltreatment of patients with mercury, antimony, quinine, and blood¬ 
letting. . . ." p. 73. 
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early 20th century before turning to an analysis of methods used in 
Georgia against naturopaths, in chapter four. 
Establishment and Standardization of Medical School Curricula 
Efforts to establish and standardize medical school coursework be¬ 
gan as early as 1765 with the opening of the first American medical 
3 6 
school, the University of Pennsylvania. The purpose of standardizing 
education was similar to that of licensure: "to establish the proper 
professional hierarchy in medicine" and "to Distinguish between the 
37 
Honest and Ingenious Physician and the Quack or Empirical Pretender." 
The early medical schools had small faculties and student bodies, 
were dependent upon fees collected from students, "had only tenuous 
38 
connections with universities," and demanded very little of graduates. 
According to Raffel: 
When Charles Elio became president of Harvard in 1869 (the year 
that the institution provided its first microscope for medical 
students), his early efforts to institute written examinations met 
opposition from the director of the medical school who asserted 
with little exaggeration that the majority of the students could 
hardly write. 39 
Historically, American medical training had been based on apprentice¬ 
ship training although many practitioners sought to emmulate the more 
highly respected European models of medical professionalism by 
o £ 
Starr, p. 41. It was then called the University of 
Pennsylvania and was started by John Morgan, a young European-trained 
physician. 
^Ibid., pp. 41, 46. 
■^Ibid., p. 42. 
39 
Marshal W. Raffel, The U.S. Health System: Origins and Functions 
(N.Y.: John Wiley & Sons, 1980): 8. 
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standardizing education, creating exclusive professional societies, and 
controlling licensure: 
Medical schools were originally conceived by physicians who wanted 
to raise the American profession to the dignity and privileges 
that medical men had in Europe. But they had no means of pre¬ 
venting other doctors elsewhere in the country from creating medi¬ 
cal schools for their own advantage, too. The result was unre¬ 
strained competition in which the length of the term was kept at 
a minimal level, requirements were sacrificed, and student fees 
were driven down. 40 
Although advocates of other therapies were willing to acknowledge some 
of the limitations of the educational institutions, as early as 1851, 
the AMA's Report on Medical Education was explicit in its denunciation 
of 'sectarians', particularly homeopaths. The AMA perceived the revi¬ 
sion of educational standards and medical school curricula as a means 
of eliminating the irregulars: 
. . . the grounds upon which the granting of charters to Homeo¬ 
pathic, Thomsonian, Eclectic, and other so-called medical insti¬ 
tutions, has been opposed by the profession, have not always been 
tenable. Such applications should be opposed distinctly and only 
upon the ground that such institutions interfere with that system 
of education which secures to the community a body of well- 
qualified physicians. ... 41 
According to Larson: 
... in the United States . . . standardization was conducted on 
the basis of mostly ineffective therapies and unfounded pathologi¬ 
cal theories. . . . The "regular" doctors who founded the American 
Medical Association in 1847 and controlled most state societies, 
as well as many exclusive elite groupings, were not distinguished 
by any pragmatic superiority of the savage therapies which were 
their trade-mark. ... 42 
40 
Starr, pp. 43-44. 
41 
Quoted in Coulter, Legacy, vol. 3, p. 198. This is a direct quote 
from the report. 'Sectarians' and 'irregulars' are terms used to refer 
to non-allopathic practitioners. Allopaths are referred to as 'regu¬ 
lars ' . 
42 
Larson, p. 20. 
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Rothstein reinforces Larson when he argues that: 
Inasmuch as early nineteenth century physicians were ignorant of 
the etiology of means of contagion of diseases, the relationship 
between their theories of medicine, their therapies, and the 
actual disease states had no scientific basis. 43 
Economic considerations were part and parcel of the development of 
educational institutions, professional associations, and the policies 
of the state were crucial to the consolidation of allopathic hegemony: 
In a market situation, the guarantee against risks incurred tends 
to take the form of monopoly, or at least of special protection by 
the public authorities. In this case, the nature of the products 
and the state of their markets were such that only the state, as 
the supreme legitimizing and enforcing institution, could sanction 
the modern professions' monopolistic claims of superiority for 
their "commodities". The attitude of the state toward education 
and toward monopolies of competence is thus a crucial variable in 
the development of the professional project. 44 
And despite concerns regarding the educational background of physicians, 
as expressed in the quest to standardize knowledge through the creation 
of exclusive institutions, staffed by qualified, competent faculty, 
Rothstein points out that: 
. . . the weaknesses of medical education were due only in part to 
the inadequacies of the faculty and the proprietary nature of the 
institutions. Their deficiencies were largely those of medicine 
itself. 45 
While many historians regard the Flexner Report as the very means 
by which quality medical education in America has been achieved, others 
have viewed it as an instrument of elite professionals associated with 
the more prestigious medical schools of the period who were determined, 
once and for all, to silence the sectarians. The importance of the 
/ 1 4JLarson, p. 41. 
44Ibid., p. 15. 
45 
Rothstein, p. 92. 
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Flexner Report should not be ignored. Abraham Flexner, "who happened 
to be the brother of Simon Flexner, M.D., Director of the Rockefeller 
Institute, and was himself a graduate of Jahns Hopkins University," 
directed an independent study of medical education under the auspices 
of the Carnegie Endowment for the Advancement of Teaching. The AMA's 
Council on Medical Education had requested the study so as to facili¬ 
tate an objective evaluation of all medical schools, sectarian and 
allopathic, and to avoid the accusation that a rating report compiled 
by the Council in 1907 was self-serving and biased. Assisted by Nathan 
Colwell of the American Medical Association, Flexner "made a comprehen¬ 
sive survey of America's medical schools in 1910 issuing the famous 
„46 
Flexner Report. 
The findings of the Flexner Report, and the ongoing evaluation of 
medical schools by the American Medical Association were soon 
accepted by state examining boards which decided to bar the 
examination to graduates of schools receiving a low rating— 
regardless of the candidate's own knowledge or proficiency. 47 
Although Coulter is primarily concerned with the impact of the Report on 
homeopaths, because the report gave low ratings to small schools that 
were not well-funded, the effect was to have racial, sexual, and class 
overtones : 
Between 1904 and 1915, ninety-two medical schools closed down or 
merged. . . . The "irregular" schools descended from the Popular 
Health Movement Cwhich had been a haven for women students) closed 
in droves; and seven out of ten exclusively female medical 
colleges shut down. Between 1909 and 1912, the proportion of 
medical graduates who were women dropped from 4.3 percent to 3.2 
percent. . . . Blacks fared even worse, losing all but two 
pp. 
This information is taken from Ehrenreich and English, 
87-88, and Coulter, Legacy, vol. 3, pp. 445-450. 
47 
Coulter, ibid., p. 196. 
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(Meharry and Howard) of the original seven black medical 
schools. 48 
Control over medical education was not only used to eliminate specific 
forms of medical treatment but to guarantee and protect income levels 
49 
for allopathic practitioners. However, in periods when the shortage 
of physicians has demanded more practitioners there has been a willing¬ 
ness on the part of the AMA to tolerate the presence of naturopaths, 
once the boundaries of legitimate practice have been stipulated in such 
a manner that naturopathy does not conflict with the therapeutic hege¬ 
mony or income levels of allopaths. In a document published by the 
Ontario Naturopathic Association, the extent of competition from irre¬ 
gulars is recorded: 
In 1900 there were 124 regular medical schools, 22 homeopathic 
colleges, 10 eclectic schools, and some 40 naturopathic institutes 
of higher learning. Over one-sixth of the medical profession, 
representing 15,000 practitioners, were homeopathic doctors yet 
by 1923 only two homeopathic colleges were extant and by 1950 
these two had vanished. 50 
Pressure applied by the AKA, at both the conceptual and functional 
levels eventually led to the demise of the sectarian schools.^ 
Ehrenreich and English, p. 89. 
49 
Margaret C. Thompson, "Manpower Policy Hits Aid to Med Schools," 
in Health Policy—The Legislative Agenda (Wash., D.C.: Congressional 
Quarterly, 1980): 42. Add to this the fact that "taxpayers' money 
provided about 60 percent of the cost of educating doctors" in 1980 in 
the form of federal aid to medical schools, ibid., pp. 41-42. 
^Ontario Naturopathic Association, "A Short History of Naturopathic 
Medicine," n.d. 
^Pressure at the conceptual level included requiring the schools to 
accept theories and assumptions incompatible with various sectarian 
theories of disease. Functionally, the schools were required to improve 
their facilities by providing laboratories, etc., which was out of the 
financial reach of many of the sectarian schools. 
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Financial difficulties were aggravated by the educational policies 
imposed by the AMA which ostracized the irregular schools and excluded 
them from being eligible for the generous forms of financial support 
from which the more prestigious schools were to benefit. Only two 
educational facilities for naturopaths now exist in the United States, 
the oldest being the National College of Naturopathic Medicine in 
Portland, Oregon and John Bastyr College of Naturopathic Medicine in 
Seattle, Washington. One other school, the Pacific States College of 
Naturopathic Medicine in California, which opened in 1978, has since 
closed.^ 
Although standardization of medical school curricula would pro¬ 
vide a basis for determining who would be eligible to practice medi¬ 
cine, control over licensure proved to be an equally serious challenge 
for the allopathic physicians. Before agreement could be reached on 
licensure it would be necessary to form strong professional organiza¬ 
tions so as to unify practitioners into one voice. 
Establishing Professional Authority 
While defense of the formation of medical societies, the develop¬ 
ment of licensure, and the rise of medical schools is based upon 
assertions regarding a need to prevent quackery, the fundamental basis 
of the rise of the professional medical associations had less to do 
with the concern for the treatment of the patients than it did with the 
preservation of income levels and social status of doctors, and with 
the intensification and concentration of capital as 'health' became a 
52 
Ontario Naturopathic Association. 
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twentieth century commodity. Larson explains that: 
. . . the modern reorganization of professional work and profes¬ 
sional markets tended to found credibility on a different and much 
enlarged, monopolistic base—the claim to sole control of superior 
expertise. . . . The various professional services, therefore, had 
to be standardized in order to clearly differentiate their iden¬ 
tity and connect them, in the minds of consumers, with stable cri¬ 
teria of evaluation. A tendency to monopoly by elimination of 
competing "products" was inherent in this process of standardiza¬ 
tion; for if other standards of evaluation were allowed to pre¬ 
vail, the preference of the public could not easily be reclaimed 
away from older "consumer loyalties". 53 
Thus, the decline of naturopathy, botanical medicine, and homeopathy 
were not the simple consequence of failed or rejected therapies: 
Though one may cite the advent of technological medicine and the 
birth of the pharmaceutical industry, or a shift in societal value 
systems as causes for this decline in the availability of natural 
therapeutics, one must also accept that the eclipse of natural 
medicine was significantly economico-political in its etiology. 
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Between 1865 and 1930 the battle for control of the health of the Amer¬ 
ican people was fought in legislatures and laboratories. Once thera¬ 
pies and institutions were declared unacceptable by the Flexner Report, 
the discipline of the marketplace further intervened, economically 
undermining marginal schools and practitioners. 
Larson, pp. 11, 14. 
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Ontario Naturopathic Association. Nineteenth century 
medical practitioners hardly resemble their contemporary counterparts. 
They did not have income or wealth anywhere approximate to that of a 
modem physician (whose average annual income in 1984 was $99,000). 
The status and prestige of 19th century physicians was marginal, 
tenuous, and subject to the viscissitudes of geographic locality and 
competition from irregulars or botanical practitioners. The powerful 
institutional and social support systems that today buttress the in¬ 
terests of allopathic doctors did not exist until the founding of the 
American Medical Association in 1847. Finally, the advances in 
science, technology (particularly biochemistry and x-ray therapy) are 
integral aspects of the rationalizing process that has produced the 
contemporary medical system. 
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A concerted and systematic effort on the part of the American 
Medical Association to discredit all therapies other than allopathy is 
the more obvious reason for the demise of the naturopaths and other 
irregulars. Nineteenth century medical practice was being established 
by the emerging medical societies and associations. These organiza¬ 
tions were exclusive and controlled by an elite group of physicians who 
catered to the wealthy and thus had a direct audience with political 
decision-makers. The class values and interests of these practi¬ 
tioners shaped the direction of research (which legitimated their 
particular therapy), institutional structures (creating an arena in 
which to practice and socialize clientele and practitioners), and 
political decisions regarding licensure and regulation. It was the 
legislation that differentiated the regulars from the irregulars, and 
which served as a mechanism for professional birth control. Other 
regular practitioners, however economically situated, consented to 
the move toward standardization and licensure, ever conscious of the 
implications of both for the improvement of the economic and social 
status of the selected few who would be authorized and protected by 
the state as they tended to the sick.^ 
Indeed, the specific intention of the establishment of the Ameri¬ 
can Medical Association in 1847 was to combat the fragmentation and 
factionalism among regular practitioners so as to allow for the con¬ 
solidation of professional hegemony by securing consensus on issues of 
James Gordon Burrow, Organized Medicine in the Progressive Era: 
The Move Toward Monopoly (Baltimore: Johns Hopkins University Press, 
1977), and, by the same author, AMA-Voice. 
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licensure and education. Despite the formation of the AMA there con¬ 
tinued to be widespread opposition to standardization of medical school 
curricula "because so many of its members had an interest of one sort 
or another in the continuance of the weaker schools. 
Initially licensure was essentially "honorific" and under the 
auspices of state legislative bodies but: 
Medical licensure was rarely effective in the colonial and post¬ 
colonial periods in large measure because there was an insufficient 
number of well-trained practitioners. Early attempts at licensure 
included the establishment of state licensing boards, granting 
authority to the medical society, and recognition of the Univer¬ 
sity M.D. degree both as entitlement to a license and as an alter¬ 
native to licensure by the medical society or state licensing 
board. ... 57 
Subsequent delegation of licensure authority to state medical societies 
did little to compensate for the weaknesses of the process: 
. . . these licensure powers also turned out to be ineffective. 
Typically, no standard was set for education or achievement, no 
power was given to rescind a license once awarded, no provision 
was made for enforcement against unlicensed practitioners, and no 
serious penalties were imposed for violating the law. . . . The 
weakness of the medical societies, moreover, was aggravated by the 
proliferation of the medical schools, for their diplomas were con¬ 
sidered licenses to practice in and of themselves. The two in¬ 
stitutions were in competition with each other, offering alterna¬ 
tive means of certification. Neither held definitive authority, 
since it was possible to enter medical practice without the ap¬ 
proval of one or the other, or both. 58 
So widespread was the Thomsonian movement that efforts on the part 
of the AMA to prevent Thomsonians from practicing were summarily de¬ 
feated by popular outcry against any legislation designed to use licen¬ 
sure and educational certification to narrow the range of therapeutic 
56 
Marshal W. Raffel, p. 9. 
^Ibid., p. 6. 
58 
Starr, pp. 44-45. 
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options available to the public. Initially statutes designed and 
passed which forbade 'irregulars' from using the legal system to pro¬ 
cure uncollected fees, or which allowed for fines and convictions of 
botanical practitioners for unlicensed medical practice were unsuccess- 
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ful. The AMA played a pivotal role in doing away with irregulars by 
designating such practitioners sectarians and threatening to disfran¬ 
chise any state medical societies which admitted or licensed irregu¬ 
lars.^ Because licensure boards depended on fees, paid by practi¬ 
tioners to maintain the boards, they were reluctant to turn down appli¬ 
cants or develop standards so exclusive as to undermine the operation 
of the boards. As Starr notes: 
The boundaries defining the medical profession might have been 
drawn on any of three lines: graduates versus nongraduates of 
medical schools; members versus nonmembers of medical societies; 
licensed versus nonlicensed practitioners'. None of these worked. 
The preferred statuses—medical school graduates, society member, 
licensed practitioner—were continually invaded by the lower 
ranks of the profession as schools multiplied, societies became 
less exclusive, and licenses became easier to acquire. 62 
Not until the advent and use of scientific methods for evaluating 
and verifying the 'success' of therapeutic interventions would the 
Coulter, Legacy, vol. 3, pp. 94-99. 
^Ibid., p.99. "Georgia's medical licensing law, passed in 1825, 
established a Board of Examiners and fined unlicensed practitioners 
$500.00. This law was revived in 1839, with the proviso, however, that 
it not be construed to operate "against the Thomsonian or Botanic prac¬ 
tice, or any other practitioner of medicine in this state. ..." In 
1847 Georgia even established a Botanic Medical Board of Physicians and 
provided that only Botanies who had graduated from botanical schools 
could collect in the courts. 
^Ibid., pp. 199-219. "Before granting representation to local 
medical societies, the American Medical Association required that they 
first purge themselves of their homeopaths." 
62 
Starr, p. 46. 
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6 3 
goals of standardization and licensure be realized. This was facil¬ 
itated by developments in biology and chemistry which led to a further 
rationalization of the primary therapeutic-arsenal of the allopaths — 
. 64 
drug therapy. 
The weaknesses of each effort (standardizing education, creating 
professional organizations, and controlling licensure and regulation) 
in isolation were compensated for through the effective use of medical 
associations. The associations unified practitioners and allowed for 
the formulation of a political agenda that would assure the allopaths 
a therapeutic monopoly, irregardless of the usefulness or harmfulness 
6 5 
of drug therapy. At the same time, society-wide resistance to the 
authority of expertise was gradually being diffused by rapid urbaniza¬ 
tion and specialization. That is, the sense of geographic isolation 
and subsistence forms of production were being rapidly replaced by the 
66 
homogenizing influence of work in industrial centers as wage laborers. 
£ 
JCassedy. This book is a critical study of the impact of the 
development of statistical methods and scientific research on medical 
practice. 
64 
Arabella Melville and Colin Johnson, Cured To Death—The Effects 
of Prescription Drugs (N.Y.: Stein and Day, 1982): 3. This book 
provides a wealth of information and data on the harmful effects of 
drug therapy to substantiate the authors' argument that "Western medi¬ 
cine has made a fundamental error in allowing itself to become reliant 
on the universal use of drug therapy," because "drugs, rather than 
helping or curing, are actually doing harm." 
Starr, p. 155. "Together with the growth of demand 
from the middle and upper classes because of urbanization and changes 
in family structure, these developments helped to produce a deep 
change in the character of hospitals as well as an increase in their 
number." See Starr's second chapter, "The Expansion of the Market," 
pp. 60-78. 
84 
The northern victory in the Civil War laid the groundwork for con¬ 
structing a national agenda and produced a strained political consen¬ 
sus. Though rife with the tensions of the conflict of social, politi¬ 
cal, and economic traditions that had historically plagued north-south 
relations, the new union created a framework within which industrial 
monopoly capitalism could expand and flourish. The economic concen¬ 
tration of all sectors of the economy led to the development of new 
forms of production; these forms encouraged specialization. The waves 
of immigrants and southern Afro-Americans who flowed into the cities 
seeking work served to aggravate the already tenuous security of 
northern industrial workers, in turn compromising the "millenial 
spirit of Jacksonian democracy 
Between 1865 and 1964 the American state accomplished something 
curious and interesting: as the formal barriers to democratic parti¬ 
cipation were eliminated by statutes and constitutional amendments, 
the actual possibility of meaningful democratic input was essentially 
aborted. There was less possibility and opportunity for the public to 
actually affect the form and policies of institutions as control shifted 
from the arenas of popular input to corporate boardrooms or professional 
associations. This had particularly serious consequences in the area 
of health care. The medical profession and its institutions were com¬ 
mercialized along with other service industries. Governmental involve¬ 




and this demanded greater regulation. Consequently, the AMA would 
have to develop more formalized techniques for influencing the politi¬ 
cal process because government agencies and instruments had become in¬ 
creasingly responsible for activities and policies relative to health 
care—as a direct consequence of activities of health professionals. 
But the simultaneous expansion of potential popular input into the 
political process threatened to dilute the political and economic vic¬ 
tories of the allopaths. Between the 1930s and 1960s allopathic in¬ 
fluence was formalized through lobbying and campaign contributions to 
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critically placed legislators. 
Formalization of political influence through the creation of pro¬ 
fessional lobbies, interest groups, and, more recently, political 
action committees has insured that legislators will hear and pay spe¬ 
cial attention to the agenda of allopaths.^ In the following chapter 
'Xevin, M.D. This book presents a comprehensive discussion of 
the regulation issue. 
^Michael Malbin, "The Problem of PAC-Journalism," Public Opinion 
(Dec./Jan. 1983): 15. "The campaign role of people with special eco¬ 
nomic interests is not at all new. . . . Aaron Burr worked in the late 
1790s to set up an anti-Federalist state bank that would lend Democrats 
money to buy property, thus qualifying them to vote. Federalist banks 
had been refusing loans to known Democratic partisans." I-Ihile the tra¬ 
dition is old, it has become more structured over time as a response 
to public concerns regarding the distorting effect of money in politics. 
^"Physicians have extracted an arbitrary subset from the array of 
skills and knowledge relevant to the maintenance of health in a popu¬ 
lation, have successfully defined these as their property to be sold 
for a price, and have managed to create legal mechanisms which enforce 
that monopoly and the social beliefs which have mystified the popula¬ 
tion about the appropriateness and desirability of that monopoly." 
Robert R. Alford, Health Care Politics—Ideological and Interest Group 
Barriers to Reform (Chicago: University of Chicago Press, 1975): 
195. 
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the extent and nature of this influence will become very apparent as I 
summarize the results of a questionnaire administered to legislators 
and other persons associated with the introduction of Senate Bill 212. 
An analysis of the legislative process and campaign contributions to 
members of the Senate HR Committee of the General Assembly of Georgia 
should help clarify the nature and extent of stakes, interests, and 
persons relative to this particular bill. 
CHAPTER FOUR 
The Case of Naturopaths in Georgia 
In the preceding chapters it was argued that several variables, in 
combination, are responsible for the contemporary structure of the 
American health care system as well as for the problems with which it 
is plagued. It was further argued that, historically, challenges from 
competing paradigms and approaches have been provoked by political, 
economic, cultural and therapeutic forces and such challenges have 
prompted further consolidation and monopoly of therapeutics by allo¬ 
paths, a fact not immediately connected to the therapeutic superiority 
of the allopathic approach. State and national legislatures played 
critical roles in the consolidation of allopathic therapeutic hegemony. 
Since the successful imposition of a standardized medical education 
system, organization of professional associations, and establishment of 
the cultural authority of allopathy, the legislative process has become 
more crucial as an arena in which challenges to allopathy can be intro¬ 
duced, discussed, and decided upon.''" 
Clearly, the final decision-making arena on legal questions is 
the courts. However, in the areas of regulation and licensure the 
courts have been consistently and predictably inclined to insist that 
such matters must be decided by legislative, not judicial bodies. 
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Legislative Process and Purpose 
Of the numerous ways a political system attempts to transform 
medical custom into professional expertise, one of the most significant 
2 
is the law-making process. There are two dimensions to the use of law 
in medicine: defining and regulating the parameters of acceptable 
3 
practice, that is, law-making and law enforcement. The legalization 
of practices is particularly crucial because it provides a mechanism 
for criminalizing all practices statutorially defined as outside of the 
law. Theoretically, it is through the legislative process that popular 
will is expressed in a democratic society. Legislating professions 
allows practitioners to police themselves and their profession, thus 
protecting the public from unscrupulous and unqualified practitioners. 
However, the legislative process also serves to make substantive chal¬ 
lenges to existing medical practices illegal, consequently marginal¬ 
izing potential therapeutic alternatives. 
According to Feldstein: 
Politically, the most important interest groups in the health 
field having a concentrated interest are the health associations 
representing the providers of care, third-party payers, and the 
educational institutions. Health associations act in their mem¬ 
bers' interest in several important ways. They prepare legisla¬ 
tion, provide information to regulators and legislators, testify 
on regulatory proposals, provide campaign dollars, volunteers, and 
even votes, all for the purpose of securing legislative benefits 
for their members and protecting them from adverse regulatory 
rulings. ... At times the political positions of a health asso¬ 
ciation may well be synonymous with the public's interest; if so, 
it is incidental to the association's objective, which is to serve 
its members' interests. . . . While the goals of the nonprofit 
organizations differ from those of the health professions and for- 
profit providers, their demands for legislation are surprisingly 




similar. All the health associations seek legislation that will 
provide their members with as much revenue as possible, thereby 
enabling the members of different associations to achieve their 
objectives either directly, such as greater profit and higher in¬ 
come, or indirectly to achieve greater prestige or growth. . . . 
Basically, the members of the different health associations seek 
to achieve through legislation what they cannot achieve in a com¬ 
petitive market, namely, a monopoly position with respect to the 
sale of their services ... in addition to seeking to become a 
monopolist, they attempt to price as would a price discriminating 
monopolist, so as to make as much revenue as possible. 4 
In the area of health care, legislation produces two kinds of public 
policies, those that concern redistributive issues and those that con¬ 
cern regulatory issues. Redistributive policies are less technical 
than regulatory policies and attract a broader, much more laicized 
constituency than do regulatory policies: 
Little information is generally available on the gains and losses 
of regulatory policies, the size of their effects, or which con¬ 
stituencies must bear the burden of these policies. Regulatory 
issues, while not viewed as being redistributive (because their 
effects are not obvious to most persons), nonetheless have impor¬ 
tant redistributive effects. Some examples of regulatory issues 
in health care are restrictions on the tasks that different health 
professions can perform and regulations on the requirements for 
entering a profession, such as accreditation of schools and speci¬ 
fied education requirements. 5 
Issues that are considered technical also generate less mass-based in¬ 
volvement. In the absence of mass-based organizing, critical issues 
are decided by a narrow circle of self-serving interests. Conse¬ 
quently, it was not surprising to learn that a regulatory policy, such 
as S.B. 212, would actually involve a narrow range of actors, despite 
the far-reaching impact of S.B. 212. 
4 
Paul J. Feldstein, "The Political Environment of Regulation," in 
Levin, ed., Regulating Care, pp. 7-8. 
^Ibid., p. 13. Redistributive dimensions of regulatory policies 
are, in essence, masked. 
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In identifying the five types of legislation that all health 
associations demand, it is easier to see that each has redistributive 
implications : 
The first type of health legislation sought by all health associa¬ 
tions are programs that will increase the demand for their mem¬ 
bers' services. . . . The second type of legislative strategy 
follows from the first, namely to receive the highest reimburse¬ 
ment for one's services. . . . The third type of legislative 
strategy pursued by health associations relates to the use of 
complements, that is, inputs used in the production of the ser¬ 
vice. . . . The fourth type of legislation favored by health asso¬ 
ciations is to decrease the availability of substitutes or to re¬ 
quire their prices to be increased, thereby making them less com¬ 
petitive. . . . The fifth type of legislation desired ... is 
restrictions on the entry of new providers. 6 
The fourth and fiftn types of legislation are critical to this study as 
the specific intention of S.B. 212 was to prevent naturopaths from 
practicing in Georiga. Feldstein identifies the importance of such 
restrictive legislation: 
The fewer the number of providers, the greater the monopoly posi¬ 
tion and the higher the price they can charge. The main justifi¬ 
cation for limiting entry of new health providers falls under the 
guise of maintaining or increasing quality. All quality measures 
favored by the professions, however, are directed toward new 
entrants. . . . Quality measures with an adverse impact on the in¬ 
come of existing providers, such as reexamination, relicensure, 
and monitoring of care actually provided are opposed. 7 
Declaring substitute providers illegal exempts them from insurance 
eligibility, drives their prices up, and exposes them to legal action. 
Eventually, they are forced to terminate their services. In either 
case, it is legislators who have the final say with regard to law¬ 
making and law enforcement relative to health policies. The ability 




insures consideration of an individuals' or organizations' perspectives 
and interests. 
While there are a variety of theories 'that attempt to explain what 
motivates legislative behavior, it is apparent that the primary concern 
of any elected representative is to get elected and to remain in office : 
Some legislators would to "do good", others seek the prestige that 
is associated with being a representative, and still others prefer 
the income and potential income from having once been a legisla¬ 
tor. However, to achieve any of these goals, the legislator must 
get reelected. ... To maximize their reelection chances, legis¬ 
lators pass bills, take positions on legislation that is favorable 
to their constituents, and spend time with constituents. 8 
Clearly, there is seldom a one-to-one correspondence between a legisla¬ 
tor's voting behavior and the interests of constituents because the in¬ 
tensity of a particular constituency's interest, its political and 
economic clout as well as the convergence of historical circumstances 
can make some votes appear contradictory or inconsistent. However, to 
the extent that a legislator's voting pattern is predictable, consis¬ 
tent, and correlated with sizable support from any constituency, it is 
not unreasonable to assume that a positive relation exists between 
voting behavior and support.^ 
^Ibid., p. 12. 
q 
For arguments regarding the relationship between supnort and 
voting patterns cf. J. David Gopoian, "What Makes PACs Tick? An Anal¬ 
ysis of the Allocation Patterns of Economic Interest Groups," American 
Journal of Political Science 2 (May 1984): 259-281; Michael Malbin, 
pp. 15-16; Christopher Connell, "Influence of PACs disputed," 
Baton Rouge Advocate (July 18, 1935): 8B; Patricia Theiler, et. al. 
People Against PACs (Wash., D.C.: Common Cause, 1983); Herbert E. 
Alexander, The Case for PACs (Wash., D.C.: Public Affairs Council 
[n.d.]); and Robert E. 3otsch, Interest Groups and the Financing of 
S.C. House Elections (Columbia, S.C.: Common Cause, Nov. 1983). 
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The legislative process is a complicated maze through which 
attempts to modify life in the American political system must pass. It 
involves the interplay and conflict of a range of actors, institutions, 
and social, political, economic and historical constraints. The impor¬ 
tance of the legislative process is apparent. The legal disfranchise¬ 
ment of a competing medical modality provides an excellent opportunity 
to analyze the legislative process and how it facilitates the interests 
and needs of various sectors of the public. The purpose of the remain¬ 
der of this chapter is to analyze the legislative process and the ways 
in which it facilitated a decision relative to naturopathy, an alter¬ 
native modality which inadvertently challenged the hegemony of allo¬ 
pathic medicine.^ 
In this chapter, the quest for control over therapeutics, via the 
legislative process, is considered as an explanation for the dis¬ 
franchisement of naturopaths in Georgia. This will be done by 
studying and analyzing the legislative, political, and general history 
of naturopathy in Georgia with specific attention paid to the most re¬ 
cent attempt to disallow naturopathy in the state through the introduc¬ 
tion of Senate Bill 212 in the 1983 legislative session. 
In 1983, a survey questionnaire (Appendix A) designed to elicit 
information regarding attitudes toward the present organization and 
problems of the health care system, the hierarchy of influences on 
Here I say inadvertently because the Georgia naturopaths are not 
opposed to allopathy. Several naturopaths have and do use the services 
of their allopathic colleagues. In the federal suit filed by the 
naturopaths in 1982, two allopaths testified on behalf of the naturo¬ 
paths in defense of the efficacy of naturopathic therapeutics. 
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decisions relevant to health care services and institutions, and views 
regarding the viability of naturopathy was administered to members of 
the Georgia Senate Human Resources Committee (herein referred to as HR 
Committee), three Georgia naturopaths, two senators who sponsored 
Senate Bill 212, the local chiropractor who approached the senators to 
introduce the bill,^ the lawyer who represented the naturopaths in 
their suit against state officials, and the Executive Director of 
GAMPAC. Included in this chapter will be information obtained from the 
Foreman of the 1954 Fulton County Grand Jury which originally proposed 
12 
the deletion of the naturopathy statute, and from court briefs and 
records of the civil suit filed by the Georgia naturopaths in 1982. 
How the Georgia legislature makes decisions regarding the validity of 
medical therapeutics and qualifications of practitioners, and how it 
balances or manages these responsibilities with its role as indirect 
representative of the people is assessed. Recognizing the limitations 
of survey research, additional statistical information on campaign con¬ 
tributions was compiled and will be used as part of this analysis of 
the influences on the introduction and passage of Senate Bill 212. 
Dr. Cecil Grogin, a chiropractor, was the person who first 
approached Senator Barnes to solicit his support for the introduction 
of a bill to delete the term "manipulation" from the naturopathic 
statute. Interview with Dr. Cecil Grogin, Chiropractor, Smyrna, 
Georgia, May 1984. Dr. Grogin has served as secretary, treasurer, and 
chairman of the Board of Directors of the Georgia State Association of 
Chiropractors in his 23 years of practice, among other professional 
activities. 
12 
That section which provided for a Board of Examiners that 
authorized and licensed naturopaths in Georgia. 
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Given the lav7-making role of legislators and their consequent 
ability to determine the extent and quality of health care, perceptions 
of their function or role as elected representatives, and their notions 
of whose interests they do and should serve is discussed. 
Consistent with the approach that has been stressed throughout 
this work, the explicitly political process of licensure and regulation 
must be understood in light of economic, socio-cultural, and therapeu¬ 
tic variables that encouraged the■introduction of S.B. 212. Political 
dimensions include the law-making process and the ways in which various 
actors are able to access and influence decision-making. The relation¬ 
ship between campaign contributions and legislative behavior, in addi¬ 
tion to the fiscal constraints of private and public sector expendi- 
13 
tures, can be included under economic concerns. 'Socio-cultural' 
variables refers to the prevailing sentiments of the actors (naturo¬ 
paths, legislators, professional associations) relative to how health 
care should be organized and whose interests are to govern decision¬ 
making. Socio-cultural variables are closely related to the issue of 
therapeutic hegemony because the ability to be perceived as "an expert" 
in the area of health-related issues automatically grants considerably 
more credibility. Thus, therapeutic hegemony, political sawv, gener¬ 
ous financial resources, and being recognized as an authority generally 
insure that the agenda of persons or organizations possessing such 
characteristics will be able to tilt the legislative process in their 
13 
According to Margaret C. Thompson, p. 1, the cost of care is 
" . . . a key—perhaps the key—question of the continuing national 
debate over America's health care system." 
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favor. Krause suggests how these variables come together for corpora¬ 
tions : 
Profit-making corporations, especially the great insurance com¬ 
bines, swing weight in health legislation for three reasons. The 
first is their key role in the corporate capitalist class. . . . 
Second, the profit-making firms have stables of experts on their 
payroll, and are willing to lend them free of charge to a sympa¬ 
thetic but understaffed congressman. . . . Finally, there is no 
one strategy which works in all cases, each bill, each committee, 
each month of each year presents specific problems. It may be a 
good year for a new law, or a bad one. 14 
An underlying assumption of this inquiry is that the economic influence 
of the Georgia Association of Medicine (GAM) was significant enough to 
discourage legislators from enacting legislation to which GAM was 
opposed. Thus, the corporate or economic influence of allopathic medi¬ 
cine's campaign contributions on therapeutic status is assessed. 
The events of this case are particular to Georgia but must be 
considered in the context of a national trend toward distrust of tra¬ 
ditional institutions of authority (and institutions' structural 
ability to overcome challenges), ^ deregulation of many sectors of the 
economy to stimulate economic growth and reduce the role of government, 
capital intensification in the area of health care resulting in in¬ 
creased costs and monopolization, demands for the reduction of taxes, 
and general dissatisfaction with the performance of physicians and 
, t 16 
other health exDerts. 
14 
Krause, pp. 265-266. 
Starr, discusses the role of authority in shaping 
health care delivery systems. 
^For a discussion of each of these, see Illich, Nemesis; 
Ehrenreich, Cultural Crisis; Mendelsohn, Confessions : and 
Wohl, Medical Industrial Complex. 
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The critical question being posed is: what influenced 
members of the HR Committee of the Georgia General Assembly 
a revised version of S.B.-212 that called for the repeal of 




History of Senate Bill 212 
Despite the fact that the first statutory provision for naturopathy 
was not introduced into the Georgia legislature until 1950, it is im¬ 
portant to note that: 
Naturopathy has been continuously practiced in Georgia since at 
least the early 1900s. Indeed, in 1950, when the Georgia Legis¬ 
lature created a Board of Naturopathic Examiners, it acknowledged 
that there were "naturopathic manipulators or practitioners who 
are engaged in the active practice of their profession in 
Georgia at the time of the passage of this Act. . . . "17 
In 1950, naturopaths willing to work in the rural areas of Georgia 
filled the vacuum created by World War II and the Korean War as both 
wars had drained the already meager supply of physicians in general, 
and those willing to practice in rural areas in particular. Although 
the Georgia Code still provides a definition of naturopathy, the 1950 
Act had also provided for a policing board. In 1956, the legislature 
repealed the section of the Georgia Code that provided for the Board 
on the advice of the Fulton County Grand Jury: 
The Georgia Board of Naturopathic Examiners, established by the 
Naturopathy Act of 1950, appears to have been either grossly in¬ 
efficient in carrying out its duties under the law, or making a 
deliberate effort to circumvent the law. . . . The passage of the 
Naturopathy Act of 1950 has attracted to Georgia many practitioners 
who were having legal difficulties in other states. Their activity 
Plaintiffs' Brief, at 118, 708 F.2nd 732 (N.D. Georgia, 1982), 
complaint docketed, No. C.A. 82-12294 (11th District, 1982), Georgia 
State Board of Naturopathic Examiners V. Bowers, et al. 
97 
in Georgia constitutes nothing more than an effort to practice 
medicine through the back door in violation of the limitations 
placed on them under the law. 18 
The Fulton County Grand Jury had called for the repeal of the en¬ 
tire Act but the legislators chose to leave the definition of naturo¬ 
pathy on the books. There was speculation that this was done to 
'grandfather' those already practicing but an Opinion issued by State 
Attorney General Michael J. Bowers on March 11, 1982, interpreted the 
decision differently: 
. . . it is my Official Opinion that the practice of naturopathy 
by persons other than those who were licensed pursuant to GA. Law 
1950, p. 168, or who are otherwise licensed as practitioners of 
the healing arts in the State of Georgia, constitutes the "prac¬ 
tice of medicine" within the meaning of the Georgia Medical Prac¬ 
tice Act; such persons, who intend to practice naturopathy in 
Georgia, must either obtain a license from the Composite State 
Board of Medical Examiners or a license from another licensing 
board of the healing arts whose regulatory scope would allow the 
use of naturopathic methods in the practice of that profession. 19 
In essence, unlicensed practitioners cannot practice, ergo since there 
is no licensing board for naturopaths, naturopathy is illegal in the 
The Naturopathic Board was accused of defrauding patients, mis¬ 
representing their qualifications, recommending treatments directly 
contrary to medical science, and even the death of a woman in child¬ 
birth. Cf. Fulton County Grand Jury Presentments, Atlanta, Ga. (Nov.- 
Dec. Term 1955), p. 3. 
19 
Michael J. Bowers, Georgia Attorney General to Michael R. Fowler, 
Joint Secretary State Examining Boards, Atlanta, Ga., March 11, 1982. 
Files, Composite State Board of Medical Examiners, Atlanta, Ga. 
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State of Georgia. Anticipating this possibility, local naturopaths 
had formulated a board and developed an exam which all practitioners 
were required to pass. They had even lobbied the legislature, previous 
to the Bowers Opinion, in an attempt to have a board established. 
These efforts were unsuccessful. 
For five years, James Berryhill, President of the Georgia State 
Association of Naturopathic Physicians (GSANP) . . . attempted to 
get legislation passed that would officially establish a Naturo¬ 
pathic Board of Examiners (GSBNE). In 1978 he "felt we had a 
modicum of support. Fifteen legislators could be counted on. 
. . ." The bill died in committee after a heavy lobbying effort by 
the Georgia Medical Association. 21 
On June 11, 1982, the Georgia State Board of Naturopathic Examin¬ 
ers filed suit against Attorney General Michael Bowers, Cobb County 
Solicitor Herbert F.ivers, and the Composite Board of Medical Examiners 
in Federal Court. Having failed to secure the desired legislation in 
the Georgia General Assembly, the naturopaths were forced to appeal to 
the judicial system as the Composite Board of Medical Examiners had 
advised the naturopaths that "while it would not itself initiate any 
Currently, six states have licensing boards: Arizona, Connecti¬ 
cut, Hawaii, Nevada, Oregon, and Washington. Florida and Utah do not 
license new naturopathic doctors but licensed naturopaths are allowed 
to practice in these states. Licensing simply means that a practi¬ 
tioner "may practice under the protection of the law." The parameters 
of practice differ from state to state. Cf. the National College of 
Naturopathic Medicine, "Politics, Licensing and Laws," (Portland, Ore¬ 
gon: NCNM, Jan. 1983). According to Kathy Wilde, enough legal prece¬ 
dent existed to uphold Bowers' Opinion. "It was the fact that naturo¬ 
paths are an unlicensed health profession that did not sit well with 
the judge." Interview with Kathy Wilde, March 1984, Atlanta, Ga. 
21 
Ward Silver, "Naturopathy Controversy," Creative Loafing (Octo¬ 
ber 2, 1982): 1-B . 
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action against naturopaths, it would proceed on any complaint lodged 
22 
with the Board." According to Dr. Berryhill, Bowers' interpretation 
created a climate hostile to the local naturopaths. Specific practi¬ 
tioners were singled out and selectively intimidated: 
Harrassment of local naturopaths began within a month or so of 
Attorney General Bowers sending a letter to county district 
attorneys stating his Opinion which carried no force of law but 
carried practical force. They were told that what we were doing 
was probably illegal. The Cobb county district attorney was the 
first to take any action, selectively choosing a single naturopath 
of the three practicing in the county, making incredibly violent 
phone calls, most of which were taped by the naturopath. Some 
were quite interesting, indicating what they intended to do to 
him if he returned to his office, what they would do when they got 
him in the privacy of their jail, how he would not be treated as 
decently as other criminals such as murderers and rapists, how 
long they planned to keep him in jail. The young man was terri¬ 
fied and headed for the county line. Later investigation showed 
that the district attorney was a good friend of a husband of a 
patient of the naturopath who, being an ex-husband, but under 
court order to pay medical bills, objected to the existence of the 
naturopath. This probably explains the selectiveness of the en¬ 
forcement—which is conjecture and cannot be proven. The majority 
of other action consisted of verbal harrassment, most of which 
came from the district attorney's office. The phrase used was, 
"we're gonna get you guys." 23 
Berryhill himself had been arrested in 1978 although charges for prac¬ 
ticing medicine without a license were subsequently dropoed. 
22 
Plaintiffs' Opening Brief at 8, Georgia State v. Bowers. 
The naturopaths' civil suit was dismissed by the District Court. On 
June 3, 1983, the 11th Circuit Court of Appeals affirmed the District 
Court's dismissal. The Supreme Court denied the naturopaths' writ of 
certiorari on October 27, 1983. Since the state has jurisdiction over 
regulation and licensure of professions, the courts refused to support 
the naturopaths' contention that their constitutional rights were 
being violated since legal injunctions prevented them from earning 
their livelihood. The courts deferred to the authority of the state 
legislature. 
23 
Interview with Dr. James Berryhill. 
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Although the incidence of legal intimidation increased, and the 
hostility of the tone of agents of the State worsened after the Bowers' 
24 
Opinion an affidavit filed by Jane Humphreys in Georgia State v. 
Bowers indicates that the Investigation Section of the State Examining 
Boards Division of the Office of Secretary of State had initiated 
25 
undercover activities against the naturopaths as early as 1980. 
In early 1983, Senator Barnes was approached by Dr. Cecil C-rogin 
on behalf of the Chiropractic Association of Georgia, to introduce a 
bill that would delete the term "manipulation" from the definition of 
naturopathy in the Georgia Code. According to Dr. Grogin, the dele¬ 
tion was necessary to prevent chiropractic students, who had failed to 
pass their course of study or license examinations, from using the 
naturopathic definition as authorization to perform chiropractic ad- 
26 
justments. Naturopaths were not opposed to the proposed change. 
They suggested replacing "manipulation" with the term "massage" which 
more accurately expressed the soft tissue work performed by naturopaths 
27 
According to case records, less than a month after the Opinion 
(April 2, 1982), Lance Thomas, N.D., was "advised by an agent of the 
Solicitor's Office of Cobb County that if he opened his office, he 
would be arrested." Plaintiffs' Brief at 8. 
25 
Jane Humphreys is an Area Supervisor and Regulatory Agent for the 
Investigation Section of the State Examining Boards Division of the 
Office of Secretary of State, Georgia. In the affidavit, Humphreys de¬ 
tails a visit she made to Nesley Anderson, an Atlanta naturopath, under 
her maiden name, on October 20, 1980. The investigation was not 
prompted by any complaints against Anderson. Affidavit of Jane 
Humphreys at Exhibit C. 
26 




On February 15, 1983, Senator Garner introduced the original bill 
which changed the definition relating to naturopathy and provided that 
naturepathy and naturopathy be considered synonymous terms. All mem¬ 
bers of the HR Committee, except Senator Bond, were present at this 
initial introduction of the bill. Senator Garner explained the bill 
28 
and several persons spoke to it. According to Dr. Berryhill, one 
senator commented that he had "heard that these people [naturopaths] 
are extreme quacks and need to be done away with. Why don't we just 
outlaw the entire profession?" The proposed bill was referred to a 
study committee and the meeting was adjourned at 6:30 p.m. On February 
18th, the committee reconvened at 8:50 a.m. Senators Lester, Brantley 
and Bond were not present. Senator Greene proposed and explained his 
substitute to the original bill. The revised bill deleted Georgia Code 
Section 43-34-1 relating to the practice of naturopathy in its entirety. 
Three naturopathic physicians, Dr. Berryhill, Dr. Wesley Anderson, and 
Dr. Seneca Anderson spoke against the bill; however, the substitute 
Information regarding the introduction and consideration of the 
bill was found in Senate Minutes of the 1983 Session of the Georgia 
General Assembly. Senators Greene and Garner, and Dr. Berryhill pro¬ 
vided additional information as the Senate Minutes are extremely 
sketchy. Those who spoke to the bill in addition to the naturopaths 
were: Dr. Cecil Grogin, Georgia Chiropractic Association; Aubrey 
Villines, Georgia Chiropractic Association, and Rusty Kidd, Executive 
Director, GAMPAC. (Kidd is also the Georgia Association of Medicine's 
chief lobbyist.) According to Dr. Berryhill, GAMPAC engineered a 'coup' 
with regard to the original bill by taking a senator aside and per¬ 
suading him of the need for a re-draft. Senate minutes do take note of 
two senators leaving and returning to the meeting. According to several 
senators interviewed, "the naturopaths simply didn't make a good case." 
Dr. Grogin was disturbed by the final draft which he viewed as an 
attack on the weakest of the 'marginal therapies', of which chiroprac¬ 
tic is still one. 
102 
carried unanimously. The bill passed both houses but since there was 
a possibility of a court decision relative to naturopathy, the Governor 
avoided the issue and allowed the legislature to table it temporarily, 
29 
by vetoing the bill. 
Neither the legislative process nor the judicial system provided 
the naturopaths the support necessary to secure recognition and legit¬ 
imacy as an alternative therapeutic modality. At every junction, the 
question of the validity and efficacy of naturopathic treatment was in¬ 
voked as grounds to outlaw the practice of naturopathy in Georgia. 
Influences on Legislators: Socio-Cultural and Therapeutic 
The major concern of this section is the influence on legislators 
of perspectives regarding the efficacy of various therapeutics and how 
the health care and social system should be organized. This analysis 
is based on the results of survey questions designed to determine 
respondents' perspectives on the hierarchy (from most to least serious) 
and source of problems with which the health system is faced as well as 
extricating views on how and why various communities are treated the 
way they are by the society and its institutions. 
Only Senators Greene and Hine responded that naturopaths should be 
allowed to practice in the state. According to Senator Hine "the 
testimony before the committee was compelling. There is no proven 
29 
The naturopaths were still in the process of exhausting the 
appeal process in the courts. By the time the bill reached the gover¬ 
nor, the naturopaths had organized a letter-writing campaign that 
generated more correspondence to the governor's office than any other 
bill in the 1983 session of the General Assembly. Berryhill, inter¬ 
view. 
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medical substantiation of the benefit^ of naturopathy." Senator Bond 
was "unsure of the medical usefulness of naturopathy but unwilling to 
banish it." Senator Howard, while insisting that "it has limited use¬ 
fulness for me and some people seem to believe in it," reflected the 
sentiment of three of the five legislators interviewed when he said, 
"So long as it cannot be shown that they are misrepresenting their 
abilities or holding themselves out to be physicians, I think people 
have a right to use them." There was a general consensus regarding 
the need to develop standards and appropriate instruments for measuring 
them. There appeared to be no strident opposition to naturopathy among 
the HR Committee members, yet they supported a bill that would prevent 
naturopaths from practicing and rejected naturopaths' attemnts to re¬ 
constitute a board that would be responsible for developing standards 
and policing the profession. 
Despite the fact that all of the senators interviewed voted to 
disallow naturopathy, including those who suspected it had limited use¬ 
fulness, apparently, they were compelled to vote the way they did for 
other reasons, one of which was technical—the profession simply had 
no provisions for licensure. Kathv Wilde, the attorney representing 
the naturopaths, indicated that the judge in the case confided to 
her that the case was a loser because it was simply a matter of an un¬ 
licensed profession and the statutory law was quite specific with re- 
30 
gard to such issues. In the absence of a licensure board, the argu¬ 
ments of Georgia Association of Medicine lobbyist Rusty Kidd or state 
30 Wilde, interview. 
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investigative bodies, hardly had to belabor evidence regarding naturo¬ 
pathic therapeutics. 
While all but one respondent viewed the health care system to be 
in a crisis, only one was optimistic about the impact of consumers on 
the quality of care. But since the crisis was viewed by most respon¬ 
dents as essentially economic and generated by the private sector, the 
value of impacting quality of care is not logically important. Only 
the health practitioners acknowledge problems with the quality of care. 
Three senators responded that women are not disadvantaged by the health 
care system. This question on women was intentionally included as only 
a perspective that considers quality of care could appreciate the vic¬ 
timization of women by the health care system. Cost-benefit perspec¬ 
tives would see women as generally healthier, and heavier users of 
services and, consequently, in a more advantageous position than other 
more conspicuously disadvantaged groups (by virtue of exclusion or no 
access to services or practitioners) such as the elderly, poor and non¬ 
whites . 
In light of other responses regarding the decision-making process, 
the tendency of all but two senators was to rationalize and defend 
decision-making by experts, in whatever arena, as opposed to encourag¬ 
ing more consumer-oriented involvement. The health practitioners 
viewed the impact of citizen involvement as limited by the power of 
31 
professional medical associations. 
Respondents acknowledged that the political process is structured 
31 
Dr. Berryhill stated that he had "yet to see an effective means 
for citizen involvement." 
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in a manner that inherently benefits established groups, such as the 
Georgia Association of Medicine, Chiro PAC, etc., but contend that 
alternatives must compete more effectively in the political market¬ 
place, if they are to survive. 
Despite the fact that respondents identified economic variables 
as the critical determinant in access to care and quality of service, 
solutions focused on containing costs (Senators) or expanding access 
(health practitioners). The difficulty of accomplishing either in the 
context of a capital intensive, highly commercial industry like health 
32 
care is not readily apparent. 
Influences on Legislators: Political 
In this study, perceptions of the function of government relative 
to licensure did not differ significantly between legislators, or be¬ 
tween various groups and individuals interviewed. All nine respondents' 
According to Berryhill, "people should be free to choose their 
own practitioners—it shouldn't be the state's business to determine 
what kind of healer one can choose, only to verify practitioners' 
capability." In Berryhill's estimation, the most serious problem 
faced by consumers is a lack of choice. 
33 
Respondents were: Senator Bond, Senator Greene, Senator Hine, 
Senator Howard (all members of the H.R. Committee); Senator Gamer (co¬ 
sponsor of S.B. 212); Cecil Grogin, D.C. (Chiropractic Association of 
Georgia); James J. Berryhill, Jacques Lebon, and Stephen Tates (naturo¬ 
paths) . Rusty Kidd, Executive Director of the Georgia Association of 
Medicine Political Action Committee (GAMPAC) begrudgingly granted an 
uncooperative interview. Kathleen Wilde, attorney for the naturopaths, 
was interviewed regarding the civil suit filed by the naturopaths 
against Georgia's Attorney General Bowers in 1982. Curtis H. Bryant, 
Foreman of the 1956 Fulton County Grand Jury provided valuable informa¬ 
tion as did Senator Roy E. Barnes. Five members of the H.R. Committee 
did not respond to the questionnaire: Senator Brantley indicated that 
the questionnaire was too long to respond to; Senator Kidd was too 
busy; Senators M. Parks Brown and Lester did not remember the bill; and 
Senator Fincher's aid claimed the questionnaire was mailed. It was not 
received. 
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viewed licensure as a mechanism for protecting the public from unscru¬ 
pulous or unqualified practitioners. But one naturopath summed up the 
opinion of the other two naturopaths, Dr. Grogin, and Senator Hines, 
when he stated: 
Originally the objective of licensing was that of insuring the 
dispensation of medically competent health care. It is unneces¬ 
sary to point to the abuses and unjust monopoly that were born of 
this practice. 34 
Three of the four health practitioners and two of the five legislative 
respondents expressed some doubt regarding the capacity of state legis¬ 
latures to meet the goals of licensure, i.e., to protect the public, 
given, in the words of Senator Hines, the "conflict of interests" of 
board members who tend to be protectionist of colleagues who may have 
3S 
violated standards of practice. 
All of the health practitioners suggested alternatives to S.B. 
212, including the formation of a special committee to investigate the 
claims of alternative therapies and introduce results as evidence at 
Jacques Lebon, N.D., questionnaire response. 
35 
See Hal Strauss, "GA. Medical Board Rarely Gets Tough With 'Bad 
Doctors'," Atlanta Journal Constitution (Sept. 3, 1984): 1A, for a 
discussion of the problems of the licensing boards in Georgia. In an 
article on the history of licensure, Sigerist notes the importance of 
medical licensure boards for determining the standards of medicine but 
adds: ". . . I do not believe either in tests or in examinations. 
They are a necessity, as no better method has yet been found, but it 
is well known that certain students have a special ability to pass 
examinations while otherwise brilliant students quite often show strong 
inhibitions in examinations. It is also known that actual knowledge 
alone does not make a good physician. ... In order to judge whether a 
man is fit to practice medicine or not, one must first of all know him 
and must have observed him at the bedside of the patient." Henry E. 
Sigerist, M.D., "The History of Medical Licensure," Journal of the 
American Medical Assocation 104 (March 30, 1935): 1060. 
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hearings. Health practitioners suggested that if the merits of naturo¬ 
pathy had been presented in a rigorous and scientific manner, the H.R. 
Committee members would not have opted to delete the authorizing 
statute for naturopathy. According to Dr. Berrvhill there have been 
periods in Georgia history when medical doctors and other allied health 
professionals have not been licensed, yet they were still allowed to 
practice. This is not presently the case for naturopaths although no 
complaints have ever been filed against any of the practitioners. As 
for the efficacy of licensure boards, Berryhill indicated that the 
Georgia Bureau of Investigation (GBI) estimates that twenty-five per- 
3 6 
cent of Georgia's medical doctors have secured licenses illegally. 
There are options other than disfranchisement for naturopaths: 
Since about 1901, Washington State has had a registration, not a 
licensure board for non-medical healers. Registrants must prove 
their qualifications. A similar arrangement could have been de¬ 
signed for Georgia Naturopaths, or a Board of Naturopathic 
Examiners could have been developed or naturopaths could have 
been placed under the jurisdiction of another board. 37 
However, in a follow-up question, six of the respondents suggested 
various combinations of consumers, health professionals, legislators, 
and the courts as the entity that should have the final say in the 
licensure of health professionals. 
The naturopaths view the legislative arena as the appropriate 
forum in which to raise the issue of professional licensure, but they 
also see themselves (and consumers) disadvantaged by a process that 







people in the direction of rich, powerful, ensconced individuals and 
groups. However, even those most critical of the present arrangement 
held out hope for the legislative process, as expressed in a comment 
which called attention to the failure of naturopaths to do their legis¬ 
lative homework. After stating that the present process for licensing 
health professions was "absolutely incapable of insuring the goals of 
licensure," Dr. Jacques Lebon elaborated: 
. . . in my opinion, the legislature should not be held responsi¬ 
ble for this state of affairs. We naturopaths have not, as yet, 
been able to sell our health "good" to the public and thereby 
convince our representatives that we have and can deliver an 
alternate and viable health package. 38 
Dr. Stephen Tates, N.D., views the influence of the American Medical 
Association on state legislators as compelling, placing naturopaths 
"at a decided disadvantage when it comes to licensing." Despite the 
tendency on the part of the respondents to see the function of the 
legislature as that of protecting the public, and to view it as capable 
of doing that relative to licensure, all but three of the respondents 
indicated that it would be the Georgia Association of Medicine that 
would benefit most from S.B. 212 noting, as did Senator Bond, that the 
outlawing of naturopathy would "assure M.D.s of less competition." Two 
of the senators indicated that health consumers would also benefit. 
Consequently, it is safe to conclude that, in this instance, the re¬ 
spondents realize that, operationally, the legislature does protect the 
economic interests and therapeutic hegemony of allopathic doctors 




role as legislators. Other respondents insisted that legislators must 
represent a broader constituency. 
These responses suggest: 1) that politicians and alternative 
health practitioners, though sometimes critical of the rules, view the 
forum in which such rules are made as the most reasonable arena avail¬ 
able—it is a necessary 'evil' that can be made accessible and respon¬ 
sive; 2) the cause of the crisis in health care rests outside of the 
public arena although issues relevant to health are arbitrated in the 
public context; and 3) alternative health practitioners view government 
policies as aggravating the crisis by limiting the range of healing 
options made available to the public, and 4) elected representatives 
view their licensure authority as a means of protecting the public. 
Though an issue handled by the HR committee, Senator Bond was 
the only committee member who supported a specific health plan. Howard 
indicated that he is generally for cost containment. Three of the four 
health practitioners suggested national plans, including relaxing 
reimbursement rules in favor of allied health professionals. When 
asked how to improve the health care system, there was a wide range of 
responses including development of a national health insurance plan; 
cost containment legislation, coordination of technology purchases by 
facilities; incentives to discourage mal-usage by consumers; consumer 
education on preventive care; and increasing competition among providers. 
All of the senators recalled voting for the bill although Garner, 
Bond, and Howard indicated that they were not opposed to naturopaths 
practicing, within the boundaries stipulated by the original autho¬ 
rizing statute. However, in the absence of a policing or regulating 
board, it would be impossible to make determinations about professional 
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practice, in the estimation of the senators. 
Such ambiguity between stated positions on issues and actual 
legislative behavior raises the possibility that factors other than 
testimony before the committee or evidence of therapeutic efficacy 
39 
play a more influential role in a legislator's behavior. One such 
influence is campaign contributions. In this final section, we will 
consider those variables which the respondents identify as significant 
influences on their decisions; and exactly how those who are organized 
specifically to influence legislators go about doing so. 
Influences on Legislators: Economic 
Numerous studies have implied that the level of campaign contri¬ 
butions given to individual candidates by political action committees 
represents a gauge of the overlap between the representative's posi- 
40 
tion on specific issues and those of the contributing group. The 
implications of this argument are that: 1) those who are able to spend 
the greatest amount of time influencing legislators, and 2) those who 
can contribute most to a legislator's reelection prospects will have 
the greatest influence on policy formulation. However, a causal link 
between a legislator's position on a specific issue and campaign con¬ 
tributions is difficult to establish because legislators seldom con¬ 
sistently and unequivocably support the positions of a single interest 
It is unlikely that testimony could have played any role in Sena¬ 
tor Bond's decision as he was not present to hear it. 
40 
Alexander, The Case for PACs, pp. 1-7. This is an extremely informa¬ 
tive and data rich publication on the issue. 
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group. Indeed, there are instances when the constraints of conscience, 
public opposition, or conflicting interests prevent groups as powerful 
41 
as the AMA from buying votes. A study of contribution patterns can 
help identify relationships of influence when combined with additional 
historical information and interviews. 
Why legislators solicit and accept contributions from groups and 
why they are more attentive to these same groups than others is only 
one side of the political equation; the other side involves motivation 
for contributions and lobbying activities on the part of the interest 
groups and PACs. Research on disclosure has served to demonstrate 
the extent to which money in politics undermines a genuinely democratic 
process, according to critics. Contributing organizations are seldom 
willing to admit that contributions are used as a means of asserting 
influence, and recipients of funds discourage linking their voting 
patterns on selected issues with loyalty to the agendas of persons and 
organizations which have made sizable campaign contributions. But at 
least since 1971, the focus of much of the literature on legislative 
process has been on the rapid growth and influence of political action 
committees. According to a recent report on PACs: 
The role of PACs in campaign finance is now so pervasive, and the 
attention they receive so extensive, that they have become the 
centerpiece of a new devil theory of American politics. . . . PACs 
are now the quintessential organizations of the new campaign 
politics, the chief conduit for channeling money from business, 
Hledicare was such a case. Steven Pressman, "Physicians' Lobbying 
Machine Showing Some Signs of Wear," Congressional Quarterly 42 (Jan. 
7, 1984): 16. According to Pressman: "For decades, the AMA waged a 
relentless battle against Medicare . . . two decades later AMA officials 
concede that the group suffered politically from its position." 
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labor unions, professional associations, and other groups to can¬ 
didates seeking public office. 42 
Gopoian suggests that "four broad categories of incentives might be 
attributed to political action committees: parochial issue concerns, 
broad or ideological issue concerns, the desire for access to congress- 
43 
men, and the desire to control congressmen." In his conclusion, the 
author indicates that his findings "support conventional wisdom": 
Perhaps the most conventional perspective regarding economic in¬ 
terest groups is that they are self-interested, materially 
oriented, and narrowly focused . . . one may view the allocations 
of interest groups as an expression of their expectations from 
government. To whom they contribute provides us with an under¬ 
standing of the values they seek to attain. The evidence pre¬ 
sented here suggests that most interest groups seek only their OTTO 
economic interests, but that some, for better or for worse, seek 
also to affect the shape of the larger political universe. 44 
The formation of interest groups theoretically insures mass-based 
input into the legislative process, thus guaranteeing the integrity of 
the legislature, the function of which is to reflect, implement, and 
protect the interests of the public. There are health consumer inter¬ 
est groups but such groups seldom have the resources to compete with 
older, respected, ensconced health associations. Yet consumers depend 
42 
Frank J. Sorauf, What Price PACs? (N.Y.: Twentieth Century Fund, 
1984): 3. 
43 Gopoian, pp. 259-281. Gopoian's study of PACs is an extremely 
useful model for a large scale study involving a number of variables 
and actors. It involves regression and multi-variate analysis; how¬ 
ever, the study only discusses the behavior of oil, defense, auto, and 
labor PACs at the national level. 
44Ibid., pp. 278-281. 
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on public interest groups to compensate for the financial and political 
support given "to legislators who have oversight over regulatory agencies, 
45 
which consumers have little incentive or ability to provide." In the 
case of Georgia only one such consumer group existed at the time of the 
introduction of S.B. 212, the Informed Health Care Association. 
Much of the literature on lobbying and campaign contributions is 
salutary of the legacy and tradition of voluntary organizations as an 
active and vital part of the American political process. Balitzer is 
convinced that PACs are consistent with and integral to the "spirit of 
democracy" which he identifies as an American legacy. He refers to 
PACs as voluntary associations and considers them a crucial mechanism 
4ft 
for controlling the intrusion of government into everyday life. ' Not 
unlike others who consider PACs to be a positive affirmation of an 
active pluralism in the American political system, Balitzer refers 
back to The Federalist Papers to emphasize and legitimate the contem¬ 
porary form of voluntary associations—PACs: 
Prior to the American Experiment in self-government, history of 
democracy had been a sordid affair. Madison, Hamilton, and Jay 
wished to overcome that reputation by designing not only a Con¬ 
stitution, but, in addition, a society that was capable of sup¬ 
porting and maintaining democratic institutions and practices as 
a result of the nation's way of life. To this end, they wedded 
the tradition of voluntary associations to the political process, 
organizing that process under the Constitution to provide maximum 
access to the people, through their associations to the political 
system. 47 
Feldstein, p. 17. 
46 
Alfred Balitzer, A Nation of Associations, The Origin, Develop¬ 
ment and Theory of The Political Action Committee (Wash., D.C.: Amer¬ 
ican Society of Association Executives and American Medical Associa¬ 
tion, 1981): 25. 
47 
Ibid., p. 40. 
114 
In Balitzer's opinion, the 'Founding Fathers' were "enlightened states¬ 
men," more committed to the ideal of a democratic society than any 
particular interests. This ideal, in Balitzer's thinking, could only 
be actualized by encouraging the free and active engagement of all 
citizens with the political process through relevant 'voluntary asso¬ 
ciation. ' 
Still, others argue that the distorted impact of corporations 
through the use of lobbying and campaign contributions reflects and 
reinforces the persistence of inequalities particular to sections of 
the citizenry. In a Common Cause study of money and politics in Cali¬ 
fornia, this point is explicit: 
Fund-raising requirements discourage many individuals from 
entering the game. A prospective candidate might enjoy consid¬ 
erable community support, but without personal wealth or access 
to wealthy contributors, he or she has little hope of mounting a 
serious campaign. Even moderately well-off individuals are de¬ 
terred by the considerable risk of personal financial sacrifice. 
. . . Low- and moderate-income constituencies are at a particular 
disadvantage in mounting viable candidacies from within their 
numbers. 48 
Widespread opposition to this phenomena prompted the introduction and 
passage of the Federal Election Campaign Act of 1971: 
Beginning in the early 1970s, Common Cause and other election re¬ 
form groups pressed for fundamental changes in the campaign 
finance statutes. The reformers sought to end secrecy in cam¬ 
paign financing, to limit the influence of large contributions, 
and to increase competition in the political process. . . . 
During the 1970s Congress enacted a series of campaign finance 
statutes designed to achieve these goals. In 1971 Congress 
approved the first major revision of federal campaign laws in 
nearly half a century, The Federal Election Campaign Act (FECA), 
which required comprehensive disclosure to and expenditures by 
candidates for federal office. But in 1974, Congress enacted a 
48 
California Common Cause, Twenty Who Gave $16 Million—A Study of 
Money and Politics in California, 1975-1982 (Los Angeles, Ca.: Cali¬ 
fornia Common Cause, 1983): 5. 
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series of fundamental revisions to the 1971 Act. . . . The FECA 
amendments of 1974 reflected the national disgust with the Water¬ 
gate scandal and the excesses of the 1972 presidential campaign. 
The amendments were also an acknowledgement that the 1971 FECA 
alone has failed to solve the basic problems of the campaign 
finance system. 49 
Not unlike the Federal Election Act, Georgia's Campaign and Financial 
Disclosure Act was originally implemented to facilitate "public dis¬ 
closure and public accountability" and to "encourage men and women to 
hold themselves out for public office—not discourage them."^ 
The thrust of most studies of campaign contributions has been con¬ 
centrated at the federal level. Several factors explain the paucity 
of state level studies. Some authors have suggested that PACs may be 
somewhat less relevant at the state level.^ An additional explanation 
involves the difficulty of compiling and evaluating information at the 
Fred Wertheimer and Randy Huwa, "Campaign Finance Reforms: Past 
Accomplishments, Future Challenges," New York University Review of Law 
and Social Change, Vol. 10, #1 (1980-81): 43. 
^E. Freeman Leverett, The Campaign and Financial Disclosure Act 
as It Applies to Organizations, Political Action Committees, Statewide 
& Local Ballot Ouestions/Referenda Committees, Recall Committees, and 
Other Persons or Committees (Atlanta: State Campaign and Financial 
Disclosure Commission, 1982). 
^This is plausible because many states, including Georgia, allow 
corporate contributions to candidates, which is not allowed at the 
federal level. State law governing contributions is considerablv less 
strict than federal law. For information on Georgia law see E. Free¬ 
man Leverett, ibid.; and Irving R. Kaler, The Campaign and Financial 
Disclosure Act as It Applies to Candidates (Atlanta: State Campaign 
and Financial Disclosure Commission, July 1981); or Ga. Laws 15 4, 
p. 155, Section 21-5-1. 
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5 2 
state level. The assumption that it is easier to hold state and 
local representatives accountable for their decisions than the more 
distant political actors in Washington, D.C., tends to generate less 
public concern about the influence of money in state politics. In the 
case of S.B. 212 financial influence was formidable and public concern 
was not visible. 
Four of the five legislators stated that their votes on health- 
related issues that come before their committee are based primarily on 
their interpretation of "what is best." All but one respondent indi¬ 
cated that Political Action Committees (PACs) only influence decisions 
made by state legislators 'somewhat.' Two commented that the influence 
of PACs was a lot less than generally believed. Only Senator Howard 
claimed that PAC influence was 'decisive.' Two senators mentioned 
constituent needs, "as defined by constituents" and "the positions of 
medical practitioners or their representative lobbying bodies" as 
additional bases for their votes on health-related issues. These 
responses differed radically from the naturopath's and chiropractor's 
perceptions of factors that influence legislators. Dr. Grogin and the 
naturopaths viewed the influence of PACs, particularly allopathic pro¬ 
fessional organizations, as decisive and the positions of such groups 
There is only one person delegated to review campaign disclosure 
files in Georgia. Reviews are done randomly or the basis of a sworn 
complaint. Data on contributions is not computerized or aggregated 
into a report form. The task of compiling the data is tedious and 
often inconclusive, given the capacity of corporations to camouflage 
data in 'ghost' PACs. One listed PAC among the 382 PACs registered 
with the Secretary of State, State of Georgia Elections Department as 
of February 2, 1984, is called 'The Loose Group'. Additionally, con¬ 
tributions of less chan one hundred dollars do not have to be re¬ 
ported. 
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as the primary basis of legislative decisions relative to the health 
care system. 
When interviewed, Rusty Kidd, Executive Director of GAMPAC, stated 
that the PAC did not allocate funds to secure votes but to "get as many 
qualified people elected to office as possible." He insisted that "our 
committee doesn't influence legislators. We only contribute. We do 
not endorse legislation or specific legislators." To emphasize his 
point, Kidd explained that the process by which legislators receive 
funds is designed primarily to get qualified people elected. He did 
not explain the criteria for a "qualified" candidate. He also stated 
that candidates must approach GAMPAC for funds; GAMPAC does not con¬ 
tribute without such a request. All of the senators who responded to 
the questionnaire received funds from GAMPAC and all but one of them 
indicated that they had never solicited funds from GAMPAC. Kidd fur¬ 
ther explained that there was no relation between money given to a 
candidate or committee member and legislative role. When asked why 
GAMPAC gave them funds, two of the five legislators indicated that it 
was because "I have been an occasional supporter of their issues." 
Contributions are also used, according to the two respondents, to in- 
53 
sure access to legislators. Two other respondents indicated that 
All of this information is based on an interview with Rusty Kidd 
on May 25, 1984 and questionnaire responses from members of the HR 
Committee conducted between January and April 1984. See Appendix A 
for a copy of the questionnaire. It is not unusual for PACs to deny 
that they are attempting to influence legislators. Most studies of 
PACs can never find a 'smoking gun' but "... the relationship between 
campaign money and legislative votes is no less disturbing. That re¬ 
lationship is just more indirect and more subtle than the smoking gun 
analogy would suggest. . . . Even the most honorable of legislators 
will be hard-pressed to ignore the pressures to go along where possible, 
and to satisfy the needs and desires of major contributors." Cali¬ 
fornia Common Cause, p. 58. 
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they had no idea why they were given funds. Such disclaimers and con¬ 
tradictory information make it impossible to draw causal relationships 
between GAMPAC contributions and a legislator's voting pattern even 
when the statistical correlations suggest otherwise. 
The extent and character of political involvement of physicians 
and their organizations in understandable in light of the fact that: 
. . . the federal government is now spending close to $30 billion 
a year in the health fields. Furthermore, the government is very 
intimately involved with medical education, research, and care. 
The government is so involved with it in fact, that many physicians 
in practice, dealing in education and research, have become 
financially dependent on the government. . . . Medical schools 
have also become very dependent on the federal government for 
funds—money for bricks and mortar, faculty salaries, and other 
educational activities. 54 
Although the Georgia Association of Medicine Political Action Com¬ 
mittee was the top ranking PAC contributor in 1982 (see Table I), it is 
one of eighteen registered medical PACs in Georgia.^ Three of the top 
ten campaign contributors for 1982 were medical PACs: GAMPAC, Georgia 
Nursing Homes, and Georgia Dental PAC (Table I). As Table II demon¬ 
strates, the most sizable aggregate contributions to members of the 
Human Resources Committee came from GAMPAC but individual members also 
received funds from various other medical PACs. However, with the 
exception of the two committee members who did not receive funds from 
GAMPAC, all other medical PAC contributions were less than GAMPAC's 
(Table I) . Total GAMPAC contributions ($8,000) to the HR Committee 
54 
Dwight L. Wilbur, M.D., "The AMA in Washington," in Douglass 
Cater and Phillip R. Lee, eds., Politics of Health (N.Y.: Robert E. 
Krieger Pub., Co., 1979): 50. 
^Medical PACs are those listed PACs that could be identified as 




Top Ten PACs: State-Level Contributions 
Georgia 
Georgia Medical PAC 
Georgia Realtors PAC 
Georgia Association of Educators 
First Atlanta 
Georgia Nursing Homes 
Citizens & Southern Bank 
Georgia Dental PAC 
Trust Company of Georgia 












SOURCE: Common Cause Georgia 
*Last two reports not available. 
NOTE: My figure for total GAMPAC contributions was $1550 larger 
than the figure provided by Common Cause. Although the Common Cause 
figure is used in this table, the larger figure is used in the re¬ 
maining tables and computations. 
TABLE II 
1982 Contributions from Medical PACs 
to Members of the Senate Human Resources Committee 
Political Action Total to COMMITTEE MEMBERS 
Committees Committee Bond Brantley Brown Fincher Greene Hine Howard Kidd Lester 
Charter Medical Corp. — — — — — — — — — — 
Chiropractic PAC 2100 400 — — 550 400 — A 400 350 
Georgia Dental PAC 2300 300 — 300 300 400 — 500 500 — 
Georgia Health Care 
Action Committee 150 — — — — — 150 — — — 
Georgia Medical PAC 
(GAMPAC) 8000 300B 1500 — 400 400 400 1000 4000
B 
— 
Georgia Nursing Home & 
Political Education 
PAC 1650 250 500 250 400 250 
Georgia Optometic PAC — — — — — — — — — — 
Georgia Osterpathic 
PAC (GOPAC) — — — — — — — — — — 
Georgia Podiatrie Medi¬ 
cal Assoc. PAC — — — — — — — — — — 
Georgia Psychologists 
in Action 350     — — — 250 100   — 
Hospital PAC (HOSPAC) 1300 — 150 150 100 300 — 300 300 — 
Hospital Corporation of 
America Good Govern¬ 
ment Comm.-Georgia 350 100 250 
TABLE II (continued) 
Political Action Total to COMMITTEE MEMBERS  
Committees Committee Bond Brantley Brown Fincher Greene Hine Howard Kidd Lester 
Hospital Corporation of 
America PAC (Tenn.) 
International Chiroprac¬ 
tors PAC (DC) 
Medical Eye PAC (Macon) 
Medical Eye PAC of 
Georgia (Atlanta) 
National Union of Hospital 
& Health Care Employees 
Political Action Fund — — — — — — — — — — 
Cpharm PAC 900 — — — 300 300 — — 300 — 
TOTAL 17100 1100 1650 700 2150 2050 800 2300 6000 350 
Total Campaign Con¬ 
tributions 50994 1300 5750 5827 3550 3850 10639 9290 12188 4350 
Medical as percent 
of total 34% 85% 29% 12% 61% 53% 8% 25% 49% 8% 
GAMPAC as percent of 
total 16% 23% 26% — 18% 10% 4% 11% 33% — 
A = Campaign office rent was paid to Howard and Gilliand, attorneys for Chiropractic PAC. 
B = There is a discrepancy between the figure provided by the Senator and that provided by the pac. 
C = This pac is not officially registered with the Secretary of State based on the 1984 roster. 
SOURCE: Compiled from Campaign and Financing Disclosure Reports, State Campaign and Financial 
Disclosure Commission, Atlanta, Ga. 
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members constituted 47 percent of total medical contributions to the 
committee. 
The size and source of campaign contributions is used as evidence 
of special interest influence upon legislators.^ Even Georgia's sta¬ 
tutory rationalization for the passage and implementation of the Cam¬ 
paign Finance Disclosure Act acknowledges the relationship between 
campaign contributions and 'influence': 
"Contribution" means a gift, subscription, loan, forgiveness of 
debt, advance or deposit of money or anything of value, conveyed 
or transferred for the purpose of influencing the nomination for 
election or election of any person for the offices provided for 
in Code Section 21-5-2, the recall of a public official holding 
elective office, or the influencing or voter approval or rejec¬ 
tion of a proposed constitutional amendment or a state-wide refer¬ 
endum. . . . "Contribution" shall also include retainer fees, 
fees, or any other form of payment made to candidates for office 
or who hold office when such fees and compensation made can be 
reasonably construed as a campaign contribution designed to en¬ 
courage or influence the candidate or officeholder to introduce 
legislation which enriches the person, company, corporation, or 
other such entity which made the contribution. Introduction of 
such enriching legislation by the candidate subsequent to his 
election to office shall be prima-facie evidence that the fee, 
compensation, or retainer fee was a campaign contribution under 
the meaning of this chapter. 57 
In the case of the subjects of this study, no single variable 
could be isolated as the critical explanatory variable for GAMPAC con¬ 
tributions made to Georgia senators. However, the size of the contri¬ 
bution was clearly related to a combination of district or county 
represented, tenure, incumbancy, and the status of the committee and 
"^Connell, p. 8. This journalist reports the results 
of a study that concludes, "in none of the cases were the 
effects of contributions great enough to change voting outcome." This 
should be contrasted with the Gopoian study. 
57 
Ga. L., 1974, Section 21-5-3. 
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the status of the senator relative to the committee. As Table III 
demonstrates, GAMPAC provides incumbants in the House 3.22 times as 
much support as non-incumbants, and 2.99 as much financial support to 
incumbants in the Senate as non-incumbants. The higher the candidate's 
office, the larger will be the GAMPAC contribution (Table IV). 
Although GAMPAC provided sizable contributions to other Senate 
committees and candidates, the HR Committee received the third largest 
total contribution (Table V). But average contributions to individual 
HR Committee members was even larger than the average contribution to 
members of the top-ranking committee-recipient of GAMPAC funds, the 
Rules Committee (Table V). 
The average GAMPAC contribution to the Georgia Senate in 1982 was 
$657, but three members of the HR Committee received amounts 1.5 to 6 
times greater than the average contribution (compare Table II and 
Table IV). An analysis of other contributions revealed that member¬ 
ship on particular committees (Table V), tenure in the Senate (Table 
III), and geographic basis of a representative's constituency were 
also important. 
It is important to note that Senator Kidd, ranking member and 
past Chairperson of the HR Committee, received the largest single con¬ 
tribution from GAMPAC, $4000. Equally important to note is the fact 
that for seven of the nine members of the HR Committee, GAMPAC and 
other medical contributions accounted for 34 percent of these seven 
senators' total campaign contributions received in 1982. 
Of the seven members of the HR Committee who received GAMPAC 
contributions, six had been in office for three terms in 1982. Sena¬ 
tor Kidd, the largest recipient, has been in the Georgia Senate since 
TABLE III 
1982 
GAMPAC Contributions To 







# $ spent // 
Wins 
$ spent # 
Losses 
$ spent 
Incumbent 62 27200 10 4350 25 15400 6 4750 
Non-Incum- 
bent 18 8450 11 4700 8 5150 7 4900 
TOTAL 80 35650 21 9050 31 20550 13 9650 
SOURCE: Compiled from Campaign and Financing Disclosure Reports, 





By Legislative Chamber & Government Official 
Chamber/Of ficial 
Total Individual 




General 1 1500 1500 
Lieutenant 
Governor 2 5000 2400 
Secretary of State A 3601 900 
Governor 8 23192 2899 
Congress . 19 29065 1530 
Georgia House of 
Representatives 101 44700 443 
Georgia Senate 46 30200 657 
GRAND TOTAL 181 137258 758 
SOURCE: Compiled from Campaign and Financing Disclosure Reports, 

















Agriculture 7 6 3200 533 457 
Appropriations 27 14 8700 621 322 
Banking & Finance 16 7 6650 950 416 
Children & Youth 7 3 1800 600 257 
Consumer Affairs 5 4 3750 938 750 
Defense & Veteran's 
Affairs 5 2 1400 700 280 
Economic Develop¬ 
ment & Tourism 10 4 3200 800 320 
Education 12 5 3300 660 275 
Federal, State & 
Community Affairs 9 5 4950 990 550 
*Govemmental 
Operations 11 5 6300 1260 573 
Higher Education 7 3 1700 567 243 
*Human Resources 9 7 8000 1143 889 
Industry & Labor 11 4 3750 938 341 
Insurance 9 6 3100 517 344 
Interstate Coop¬ 
eration 5 3 900 300 180 
Judiciary 7 4 2550 638 364 
Judiciary & Consti¬ 
tutional Law 6 4 1700 425 283 
Natural Resources 
& Environmental 
Quality 12 5 2950 590 246 
*0ffender Rehabil¬ 
itation 7 4 6150 1538 878 
Public Safety 6 1 200 200 33 
Public Utilities 5 2 1650 825 330 
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Retirement 8 5 3200 640 400 
*Rules 17 12 11700 975 688 
Transportation 12 5 2100 400 175 
SOURCE: Compiled from Campaign and Financing Disclosure Reports, 
State Campaign and Financial Disclosure Commission, Atlanta, Ga. 
A = Total $ contributions 4 Total Individual Contributions. 
B = Total $ contributions 4 Total Committee Members. 
*Culver Kidd is a member of these committees. 
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1962. He is also the father of Rusty Kidd, Executive Director of 
GAMPAC. Although only four of the seven committee members represented 
counties within the Atlanta standard metropolitan statistical measuring 
area (Dekalb, Fulton, Cobb), eight of the sixteen largest GAMPAC con¬ 
tributions went to state senators who represented the Atlanta SMSA. 
It is apparent from contribution patterns that GAMPAC gives to in¬ 
sure access to legislators, to 'reward' legislators who have a history 
of supporting GAMPAC causes, who represent the Atlanta SMSA, and who 
serve on 'important' committees. 
The willingness of legislators to disregard their own perspectives 
on naturopathy and to respect or adhere to GAMPAC's legislative priori¬ 
ties must be based on their dependence on campaign contributions. 
With regard to licensure issues, medical PACs that represent regular 
health care practitioners and institutions are predictably consistent: 
having become legitimated, they join forces to protect the boundaries 
of their own therapeutic legitimacy. Consequently, a legislator need 
not be funded exclusively by GAMPAC to be inclined to support GAMPAC 
issues. For in this case it was action initiated by one of the more 
marginal therapeutic associations (Chiropractic Association) that pro¬ 
vided GAMPAC with the opportunity to do what a handwritten note in the 
record of Georgia v. Bowers indicated was the original intention of 
the Attorney General, his agents, and the Composite State Board of 
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Medical Examiners. According to the note, "[W]hat the defendants 
want to do is put these people out of business." 
According to Dr. Berryhill, the Georgia Association of Medicine 
spent $50,000 in the 1983 legislative session in an attempt to elimi¬ 
nate naturopaths. This figure could not be verified. But GAMPAC did 
spend $8000 in 1982 to insure that its interests would be represented 
on the HR Committee. Naturopaths spent $23,000 on legal fees as of 
January 1984. Presently, there are no practicing naturopaths in 
Georgia. Dr. Berryhill indicated that some of his patients have been 
referred to Bermuda, the Bahamas, Mexico, and the Soviet Union, all 
countries where naturopaths are allowed to practice. 
Dr. Grogin discussed his concern over the implications of the 
actions taken against the naturopaths. Although legal and even eli¬ 
gible for conventional medical reimbursement, chiropractic is still a 
marginal therapy and continues to face challenges from allopaths. He 
considers an "attack upon any of the 'alternative' therapies a poten¬ 
tial attack upon us all" and was not at all pleased with how his orig¬ 
inal effort to stipulate and differentiate between the boundaries of 
chiropractic and naturopathy was converted into a move to disfranchise 
naturoDaths. 
CHAPTER FIVE 
Summary and Conclusions 
A series of arguments have been presented in the course of this 
paper to suggest that the behavior of politicians and interest groups 
takes place in the context of the major goals of the social system, 
and is subservient to those goals—stability, preservation, and per¬ 
petuation. In the area of health care this translates into systematic 
efforts to consolidate and perpetuate those forms of therapeutics most 
conducive to the evolving and changing form of the political-economy. 
It is apparent that there are, and will continue to be, disagreements 
among various sections of those groups and persons having the greatest 
amount of influence on the direction of the political-economy; however, 
criticisms among and between these actors seldom entertain the pros¬ 
pect of dismantling a generally inequitable social system. In fact, 
the prevailing sentiment, even among those least satisfied with the 
present arrangement, is that the problems that plague the society are 
a consequence of human or institutional frailties, and that the policy 
process is best equipped to resolve such tensions. Consequently, this 
study focused on the impact of the policy process in the area of health 
regulation. 
The major purpose of this study has been to determine what fac¬ 
tors influenced the introduction of S.B. 212 in the 1983 session of 
the Georgia General Assembly. The Georgia Medical Assocation, 
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spokesorganization for Georgia allopaths, was targeted as an object of 
study as was the behavior of members of the Senate HR Committee in the 
Georgia General Assembly. The role of regulation and licensure as in¬ 
struments of therapeutic monopoly was also considered. 
In Chapter One, various interpretations of the scope of the 
'crisis of health care' were presented and critiqued. Chapter Two 
characterized the various approaches and schools of thought used to 
conceptualize the nature and origins of the problem and to suggest an 
integration of political-economy and cultural critiques as the most 
comprehensive and useful one for this study. An actual model of the 
dynamic interaction of these three variables in shaping the tradition 
of American medicine was presented in the process of analyzing the his¬ 
tory of American medicine in Chapter Three. It became evident in 
Chapter Three that the competence of practitioners or the demonstrated 
efficacy of a therapy has less influence upon the determination of 
therapeutic hegemony than do political and economic influences. Chap¬ 
ter Four applied the same method used in Chapter Three to the case of 
naturopaths in the State of Georgia through the use of a survey ques¬ 
tionnaire 
The thirty-two questions in the five-page questionnaire were 
divided among four categories. Questions which directly or indirectly 
addressed political influences and attitudes include 11 through 20, 22, 
24, 26, and 30-32. Economic influences and perspectives were ad¬ 
dressed by questions 13, 16, 21, 23-29, 31-32, as well as by evalua¬ 
tion of campaign contributions data. Socio-cultural and therapeutic 
considerations were collapsed into one category and based on questions 
9-16, 19-21, 23, and 25-29. Questions 1-8 were demographic. The 
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overlap in questions and categories was intentional (and unavoidable) 
and designed to compensate for problems inherent in survey research. 
Some problems were not overcome. Some interviews were done in person, 
some by phone, and others by mail. The discrepancies in response pat¬ 
terns can be traced to the limitations of this mixed approach. The 
length of the questionnaire and the wording of some questions discour¬ 
aged and biased responses. The use of 'loaded' terms (racism, sexism) 
and academic language may have resulted in inaccurate responses. The 
original questionnaire was tested and suggestions from Senator Greene 
and Senator Garner were incorporated into the final instrument. Had 
all members of the HR Committee responded to all questions, the con¬ 
clusions drawn would be much more dependable. However, critically 
analyzing the campaign contributions data provided empirical support 
for many of the conclusions that were derived from the interview pro¬ 
cess . 
This study did, indeed, reveal that legislators knew little or 
nothing about naturopathy. Based on the advice of representatives of 
allopathic organizations (GAMPAC) these same legislators, members of 
the HR Committee, were willing to delete the statutory provision re¬ 
lating to naturopathy in its entirely, and to reject efforts by naturo¬ 
paths to compose a licensure board that would establish and test the 
qualifications of practitioners and police their activities. This was 
true even of those legislators who expressed tolerance for medical 
pluralism. While the activities of GAMPAC certainly played a pivotal 
role in influencing the decision of the members of the HR Committee, 
the cultural sentiment of the legislators regarding the process for 
regulation inherently disposed them to accept the notion that 
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unlicensed practitioners should not be allowed to practice. Ironically, 
a similar underlying assumption (i.e., standards, boards, and licensure 
are social 'goods' that should be controlled through the legislative 
process) was shared by the naturopaths. If there is a cultural crisis 
of medicine and science, as some authors have suggested, it is not 
operative among those experts who inevitably make decisions regarding 
the qualifications and validity of professions. Of course, one could 
interpret the regard alternative health practitioners interviewed in 
this study had for a process that is not sympathetic to their concerns 
as recognition that the present process is all that is available and, 
therefore, must be respected despite its apparent flaws and limita¬ 
tions. That is, legislators and alternative therapists are inclined 
to practice 'safe politics'. 
But Georgia's naturopaths had attempted to be recognized and gain 
legitimacy through the legislative process for at least five years and 
were finally forced to take their case before the judicial system. The 
courts sustained and reinforced the jurisdiction and authority of the 
state legislature in this issue. Although a legislative act was never 
passed outlawing naturopathy, the threat of prosecution or legal chal¬ 
lenges has forced all naturopaths to leave Georgia. No real opportun¬ 
ity was ever presented to scientifically validate the claims of prac¬ 
titioners regarding their therapies. Since recent advances in nutri¬ 
tional research and biomedicine would support many of the contentions 
of naturopaths regarding the use of light, herbs, diet, etc., in the 
prevention and treatment of disease, it would have done the allopaths 
little good to sponsor a debate the thrust of which could pose serious 
challenges to the efficacy of practices freely and frequently engaged 
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in by allopaths. Not unlike their 19th century counterparts, it is 
access to and influence upon elected officials that insures continued 
control over licensure by allopaths. 
What must be noted, however, is that although naturopaths propose 
a form of therapeutic intervention distinctly different from that of 
allopaths and further argue that their methods are less costly and 
more effective, they remain uncritical of the basic political and eco¬ 
nomic context in which their modality is shaped. Decisions regarding 
health care are made at levels and in arenas where there is a minimum 
of popular input; where experts, not laypersons, are given consider¬ 
able leverage in defining and delimiting health care. Although the 
electoral process is suppose to facilitate input, this study confirms 
what most interest group studies have insisted: legislators respond 
to medical lobbies and campaign funding sources. The political arena 
holds little promise for the democratization of health care through 
increasing the range of practitioners. The shifting perspectives and 
orientations of decision-makers are governed by changes in the economy 
This is a fact persons interviewed freely acknowledged. There is now 
a move from expansion of the health sector and government involvement 
in it to constriction; access is being limited, competitive bidding by 
private delivery systems is being encouraged. In an age when environ¬ 
mental and occupational hazards pose the greatest threat to individual 
health, there is a shift from shared social responsibility for health 
to concentration on professionally managed self-care. Diminishing the 
apparent role of government and shifting the emphasis to individual re 
sponsibility for health reinforces a process already designed to frus¬ 
trate popular input and to obscure the cause of the crisis. 
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Denunciations of the political process as an arena from which certain 
therapeutic political, economic, and socio-cultural perspectives are 
excluded is a camouflaged plea to be let in. Naturopaths appear to 
have become one more community of practitioners competing with allo¬ 
paths. Senator Bond summarized the situation succinctly when he said, 
"[I]f you have M.D.s, chiropractors, and naturopaths competing for 
patients, then you kick out the weakest link—the naturopaths." 
The structure of the political system imposes constraints and 
limits on exactly what can be wrested from that process. No matter 
how politically sophisticated and critical the perspective of organized 
opposition, there is a point at which the authenticity, legitimacy, and 
political courage of a group will be 'tested' by the state. The state 
is willing and able to utilize a wide range of tactics, from mild 
chastisements (closing of offices) to arrest and imprisonment. Yet, 
every instance of state response embodies the potential to clarify and 
expose the workings of the political process and to marshall one's 
constituency. Georgia's naturopaths did not capitalize or make good 
use of this potential at critical points in their struggle to acquire 
legitimacy. Only after appeals to the consciences of legislators, and 
attempts to find legal loopholes failed, did the naturopaths begin to 
mobilize clients who, in actuality, represented a tremendous resource 
in terms of their ability to mobilize with a threatening intensity 
that would have made members of the Senate HR Committee members recon¬ 
sider S.B. 212. 
Therapeutic hegemony must be protected, and legislative bodies 
have been dependable vehicles through which allopaths have successfully 
minimized or dismissed the threats from other therapeutic approaches. 
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What is apparent from historical accounts of the rise of allopathic 
hegemony is that the profession is generally forced into the legisla¬ 
tive arena by the convergence of four factors: 1) failure to stem a 
rising popular dissatisfaction with treatment techniques and results 
(diminishing cultural authority); 2) rapid shifts in the organization 
of the profession and related institutions (increased specialization, 
government regulation of hospitals and the pharmaceutical industry; 3) 
creation of capital intensive, health-related industries and technolo¬ 
gy; and 4) réintroduction of therapies not validated by the governing 
paradigm. Unable to stem challenges to allopathy by simply ignoring 
alternative practitioners, the late 1970s and early and mid 1980s have 
been marked by local and national efforts to legally eliminate chal¬ 
lenges. As Sirott and Waitzkin argue "[i]n the 1980s, it has become 
clear that capitalist society cannot provide for some of its citizens' 
most basic needs."'*' The rise of naturopathy and other therapeutics 
related to the holism and self-care movements is a direct response to 
the limits of capitalist development. However, by the time naturopathy 
had become a 'threat' to allopaths (it remains unclear how much of the 
'threat' is imagined, how much is real), allopaths had had several 
years of experience in developing means of minimizing or eliminating 
the threat. As well, failure to mobilize a coalition of patients and 
practitioners minimized the threat posed to Georgia politicians or 
medical doctors. The unorganized character of the naturopaths led 
Larry Sirott and Howard Waitzkin, "Holism and Self-Care: Can 
the Individual Succeed Where Society Fails?" in Victor W. Sidel and 
Ruth Sidel, Reforming Medicine—Lessons of the Last Quarter Century 
(N.Y.: Pantheon Books, 1984): 245. 
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legislators to view them as an inconsequential political threat—the 
naturopaths and the small constituency they represented posed no chal¬ 
lenge to the successful reelection of any of the HR Committee members. 
In fact, two members of the committee did not even recall the bill and 
one member said it was not an important bill, as far as bills go. 
Several committee members had to be reminded by the interviewer how 
they had voted on the bill. To be effective challenges: 
Holism and self-care, then, must be one phase of a broader polit¬ 
ical strategy that encompasses both medicine and society. Holis¬ 
tic medicine must be holistic in its most meaningful sense. It 
should encompass both the totality of individual existence and 
the totality of society. Likewise, self-care needs to occur 
within the context of mutual aid and broader political organizing. 
Unless holism and self-care take place as part of a wider politi¬ 
cal struggle, they will continue to shift the burden inappro¬ 
priately to the individual. In doing so, they will allow the 
most troubling problems that create ill health and early death to 
persist. Holism and self-care must aim at the social reconstruc¬ 
tion that is a precondition of individuals' caring for them¬ 
selves. 2 
As well, the limitations of a strictly or burdensomely therapeutic 
focus encourages the proliferation of communities of 'new experts' who 
prey upon the ill with a holistic twist. 
Allopaths have anticipated the receptivity of the public to mar¬ 
ginal and unlicensed therapies. They have begun to incorporate and 
legally subsume dimensions of other therapies into the allopathic 
framework. Such developments have encouraged more, not less, regula¬ 
tion. The new regulations are designed specifically to insure allo¬ 
pathic control over alternative care. 
Generally, naturopaths encourage the demystification of illness 
^Ibid., p. 264. 
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and are inclined to preventative maintenance and self-care. Only the 
demystification of illness poses a threat to communities of experts 
whose income and legitimacy is based on a monopoly of specialized 
knowledge. But if naturopaths buy into the mystification of their 
particular expertise, professionalizing themselves with licensure 
boards, and insuring themselves of a legislative audience through PACs, 
the minimally challenging dimension afforded them by virtue of their 
fringe status, shall have been lost. It will become readily apparent 
that a rebellion against the cultural hegemony of allopaths is insuf¬ 
ficient to achieve a genuine transformation of society or individuals. 
An alternative is only alternative when it helps lay the groundwork 
for such a transformation. 
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Please fill in the blanks or write à brief response as respectively requested. 
1. Name  




D) Community Leader/Group 
E) Other  
3. Name any community groups with which you are affiliated and indicate 
your status in the organization(s), i.e., member, officer, etc. 
4. Name any professional groups with which you are affiliated and indicate 
your status in the organization(s), i.e., member, officer, etc. 





E) Other  




D) Other  
7. How long have you held your present position?  
Your annual income is 









This set of questions concerns aspects of Senate Bill 212 of the 1983 session 
of the Georgia State General Assembly. This Bill was introduced "to repeal 
Code Secion 43-34-1 of the Official Code of Georgia Annotated, relating to the 
practice of naturopathy." Please be as brief and specific as possible. 
9. What is your opinion regarding the medical usefulness of naturopathy? 
10. Do you feel that naturopaths should be allowed to practice in Georgia? Why? 
11. In your opinion, what is the purpose of licensing health professionals? 
12. Do you consider the present process for regulating health professions 
(decision left to state legislators) capable of insuring the goals of 
licensure? 
13. Who would benefit most from an Act repealing Section 43-34-1 of the Georgia 
Code? Explain your response. 
14. What options, other than that provided by the 1983 Bill, could have been 




15. What position did you take on this particular bill(S.B. 212)? Why? 
This final set of questions relates to ideas regarding problems and concerns 
of health practitioners and recipients of health care services as well as the 
relationship between policy-making and the health system. 
16. The term -'.crisis' is often used to characterize the present state of 
the American health care system. Do you consider the system to be in 
a 'crisis'? Briefly explain your response. 
17. The  should have the final say in the licensing of health pro¬ 
fessionals. 
A) state legislature 
B) Congress(Federal Government) 
C) courts 
D) recipients of services(consumers) 
E) health professionals 
18. Government regulations interfere with the efficacious delivery of health 
services. Briefly explain your response. 
A) agree 
B) disagree 
19. Of the national health plans that have been proposed in Congress 
over the years, you would support 
A) none of them 




20. Government subsidized health plans(like medicare and medicaid) have 
mostly benefitted 




E) other (explain your response briefly)  
21. The most serious problem faced by health practitioners is 
A) increased costs of medical technology 
B) malpractice suits 
C) decreased professional autonomy 
D) too much consumer involvement in decision-making 
E) government regulations 
22. Citizen involvement(in various lobbying groups like the National Women's 
Health Network or Ralph-Nader-type information networks) in health 
care  the quality of care. 
A) improves 
B) detracts from 
C) has little impact upon 
D) is generally just disruptive 
E) other  




D) pre-payment insurance plans 
E) technological innovations 
24. In your opinion, PACs influence the decisions made by state legislators 
A) decisively 
B) somewhat 
C) very little 
D) less than generally estimated 
E) no more than other factors 
The most serious problem faced by the recipients of health care services 
is 
A) lack of access 
B) increased costs 
C) poor quality of care 
D) lack of informed consent 




26. Your vote on the health related issues that come before your 
committee is based primarily on 
A) constituent needs as defined by constituents 
B) your interpretation of what is best 
C) the positions of medical practitioners or their representative 
lobbying boddies(AMA, HOSPAC, etc.) 
D) popularity or unpopularity of an issue 
E) other  
27. What variable best explains the disadvantaged health status of 
nonwhites? 
A) racism 
B) economic status 
C) lifestyle habits 
D) structure of the health care delivery system 
E) other  
28. What variable best explains the disadvantaged health status of the 
elderly? 
A) ageism 
B) economic status 
C) lifestyle habits 
D) structure of the health care delivery system 
E) other  
29. What variable best explains the disadvantaged health status of women? 
A) sexism 
B) economic status 
C) lifestyle habits 
D) structure of the health care delivery system 
E) other  
30. The health care system would best be improved by 
A) development of a National Health Insurance Plan 
B) incentives to increase competition between providers 
C) incentives to encourage less mal-usage by consumers 
D) coordination of purchase of new health technology in a community 
E) other . 
31. Did you request or solicit campaign funds from GAMPAC between 1980 and 1983? 
A) yes B) no 
32. Political action committees provide funds and support primarily for the 
following reason: 
A) to secure or maintain access to representatives 
B) to insure votes on selected issues of concern to the PAC 
C) to improve government 
D) as a reward for or criticism of one's voting record on issues 
E) other  
THANK YOU SO MUCH FOR TAKING THE TIME TO ANSWER THIS QUESTIONNAIRE. YOUR COMMENTS 
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SENATE 31LL 212 
By: Senators Garner of the 30th and Barnes of the 33rd 
A BILL TO BE ENTITLED 
AN ACT t 
1 To amend Code Section 53-35-1 of the Official Code 31 
2 of Georqia Annotated. relating to the practice of 32 
3 nar.urooathy» so as to change the provisions and definition 33 
A relating to the practice of naturopathy; to provide an 
5 effective date; to repeal conflicting laws; and for other 35 
6 purposes. 

















Section 1. Cuoe Section 53-35 -1 of the Official HU 
r.o-e of Georgia Annotated. r el ot i ng to tne practice of 4 1 
n it ur Ouathy. is amended by striking in its entirety 52 
subsection (a). which reads as foilows: 
"(a) Ai USUJ in this Code s action. the term 
•naturopathy• means a philosophy and system of the 
healing art ambr ac mçj prevention » di agnos i s. and 56 
treatment oi numan ills oy the use of w 11 •• I ighi hcot: 
cold, water, and manipulation, together with tno use of 57 
su'.h nutritional substances as ora naturally found in 56 
and are required by the body; such treatment avoids the 59 
us-» of drugs, surgery. X-rays, and radium therapy."» 
:no inserting in lieu thereof a new suüsection (a) to read 51 
; s follows: 
"(a) As used in this cade s’ction. th ter is 53 
•noturopithy* and ‘natureopathy* shall be construed as 55 
synonymous tiras; and the practice of naturopathy or 53 
nntureopothv moons a philosophy ann system of tne 
healing art emoracing prevention. diagnosis. md 57 
treatment of human ills md functions by the use of 
S. B. 212 
- 1 - 
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1 gaverai pr op.-rti'.'S of air» liqht* he.it» cold* and wJtor i 
» to ether with the use of such nutritional substances »s 
3 ' naturally found in and arc required ay the body. 
t, Such treatment avoids the use of druqs» surp-ry» *-ravs* 




Section 2. This Act shall become effective upon 
it. ipproval b/ the '.ovornor or upon its oecominq law 




Section 3. All laws and parts of laws in conflict 
wi»h this Act ar.- repealed. 
od 
o') 
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(SCS) 
The Senate Corrjnittee on Hunan Resources offers 
the followir.q substitute to SB 212: J     
AS PASSED SENATE AND 
I FINAL VERSION 
A BILL TO BE ENTITLEO 
AN ACT 
1 To repeal Code Section 43-34-1 of the Official Code 31 
2 of Georgia Annotated» relatinq to the practice of 32 
3 naturopathy» to provide an effective date; to repeal 34 
4 conflicting laws; and for other purposes. 
5 BE IT ENACTED 3Y THE GENERAL ASSEMBLY OF GEORGIA: 37 
6 Section 1. Code Section 43-34-1 of the Official 40 
7 Code of Georgia Annotated* relating to the practice of 41 
S naturopathy* is repealed in its entirety. 
9 Section 2. This Act shall become effective upon 4 5 
1C its approval by the Governor or upon its becoming law 
11 without his approval. 46 
12 Section 3. All laws and parts of laws in conflict 49 
13 with this Act are repealed. 50 
S. B. 212 
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